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GASTRON 


Steadily advances in use and repute as 
it becomes more and more widely known 
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GASTRON fortifies gastric digestion, relieving and correcting dis- 
order of gastric function. It is also more and more employed as an ac- 
cessory to other treatment—to enable the patient to get the maximum 
of nutrition, and to promote tolerance of remedies. 


GASTRON—the acid-aqueous-glycerin extract of the entire gastric 
mucous membrane* prescribed simply by the name—G ASTRON. 


Samples, literature, upon request. 
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*Alcohol-free. 
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IFORMITY 


In DiGrrauis THERAPY 


‘Tablets Digitalis 


Laederle 


FTER YEARS OF STUDY by the New York Cardiac 

Clinics, their choice of digitalis products is a tablet 

made from whole leaf having a potency of One Cat Unit in 
one-and-a-half (114) grains of the powdered leaf. 
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These tablets have proved to be well tolerated and to give 
consistent, dependable clinical results. A study* of four lots of 
standardized powdered leaf by Gold and De Graff gave no indica- 
tion of loss in clinical efficiency during a period of three years. 


The Lederle tablets were developed as a result of this work 
in the New York Cardiac Clinics. Only digitalis leaf which has 
been clinically demonstrated to possess uniformity of action is 
employed in the preparation of the Lederle tablets. To ensure 
this uniformity, a supply of standardized powdered leaf suffi- 
ciently large to last for several years is employed; and when 5 to 
10% of this quantity has been used, a like amount of standardized 
powdered leaf is added to the remaining stock. By this method, 
there can at no time be any appreciable variation in the clini- 
cal results obtained from tablets made from such standardized 


leaf. 

Tablets Digitalis (Whole Leaf) Lederle are supplied in three 
sizes: 2 Cat Units (3 grains); 1 Cat Unit (1% grains); and % Cat 
Unit ( % grain). 





* Gold €f De Graff, Jour. AMA., Mar. 31, ’28. p. 1016. 


LEDERLE ANTITOXIN LABORATORIES 
511 FIFTH AVENUE, NEW YORK CITY 





Physicians’ samples and literature upon request 
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SURGICAL. PROBLEMS PERTAINING TO 
SURGERY OF LUNG AND CHEST 
WALL. 


PELIX P. MILLER, M.D., F.A.C.S. 
EI Paso, Texas. 


(Read before the Thirty-seventh Annual Meet- 
ing of the Arizona State Medical Association, —_ 
at Tucson, Ariz., April 19-21, 1928). 

Any operative interference within the 
thoracic cavity must take into consideration 
physieal conditions that are not encounter- 
ed in surgery of any other vart of the body. 


In health, the act of respiration depends 
chiefly upon the rhythmic expansion and 
contraction of the chest. Under normal con- 
ditions the pleura of the lung and the chest 
wall are in contact, and a negative pressure 
is maintained between these layers. Upon 
entering the free pleural space this condi- 
tion is at once disturbed, and the effect is 
manifest upon the lungs, the heart and the 
mediastinum. This effect will be mild or 
serious according to the physical condition 
of the soft pliable membranes that separate 
these organs. If a non-adherent pleura is 
entered. the size of the lung is diminished. 
The seriousness of the symptoms that fol- 
low will depend. upon the size of the opening 
in the chest." A certain amount of shock 
follows this operation, but the flapping of 
the mediastinum in the to-and-fro motion 
that follows, produces serious conditions af- 
fecting the respiration and the circulation. 

The failure of surgeons to appreciate 
these and other facts regarding the phys- 
iology of respiration and physical conditions 
of the chest, delayed surgical interference 
in many diseases of the thorax until a 
comparatively recent date, The early sur- 
geons attempted to make a direct attack up- 
on the diseased condition of the thorax, and 
the resulting mortality prevented the bril- 
liant. results that gave surgery its claims 
in other fields. 

Especially was this true in pulmonary 
tubereulosis and its complications. Thus 
the confidence in surgery of the chest was 
almost lost and the patients and clinicians 
were doubtful in regard to the success of 


surgery, when the changed operative tech- 
nic spoke of the indirect: metheds: of surgi- 
cal attack upon pulmonary tuberculosis. 

Forlanini and Murphy began the indirect 
surgical attack upon pulmonary tuberculo- 
sis by compression of the lung with nitro- 
gen gas and air. This method has been 
adopted by most physicians engaged in the 
treatment. of pulmonary tuberculosis, until 
now it has received an established place in 
therapy. 

It is the additional indirect surgical meth- 
ods of producing compression of the lung 
that I desire to present to you at this time; 
These are phrenicotomy, pneumolysis and 
paravertebral extrapleural thoracoplasty. 

These surgieal methods should be more 
widely studied by all who are engaged or in- 
terested in the treatment of tuberculosis. 
The laity and the patient have come to ac- 
cept the condition as hopeless, and have a 
preconceived idea that tuberculous patients 
are bad surgical risks under any circum- 
stances. 

The surgical measures named cannot be 
properly applied without the close cooper- 
ation of the internist and the surgeon. Each 
tubereulous patient should be clos stud- 
ied and classified according to the pathology 
found. We must then study the anatomical 
and biologieal conditions that prevent the 
healing of the lesion under ineciniadion. 

All physieians recognize that rest is one 
of the most important factors in the heal 
ing of the tuberculous patient. All the 
above indirect surgieal operations have this 
principle in view. The basic idea of col 
lapse therapy is that of rest. 

Air eom™ression therapy is used with 


‘the view that, after the lesions are healed, 


the lung may resume its physiolegical func- 
tion, while plastic operative collapse ther- 
apy decides that physiologieal function shall 
never return. Phrenicotomy and pneumoly- 
sis are ‘accessory operations that can aid 
either air compression or thorec 

The enc result of all lines of treatment is 
the general bielegie condition known as 
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fibrosis and calcification. The study of 
nature’s method of cure shows that these 
changes produce certain anatomical altera- 
tions. The respiratory movements. are al- 
tered and impaired, while the volume of 
tidal air is markedly diminished. The 
shoulder is lowered. The intercostal spaces 
are smaller, due to approximation of the 
ribs, and their angulation is increased. The 
fibrous tissues, by contraction, alter the po- 
sition of the adjacent viscera. The dia- 
phragm may be adherent, and only slightly 
movable. It may be drawn upward. The 
trachea is drawn to one side; the heart, 
blood vessels and the mediastinum are pull- 
ed towards the affected side. 


The aim and the idea of collapse therapy 
is indirect imitation of these natural efforts 
towards healing. Surgery enables these 
natural forces to operate more extensively. 
Frequently the plastic operation allows the 
collapse to aid the so-called good lung to 
approach its former natural physiological 
movement, and, at the same time, relieve 
the circulation of its altered conditions and 
embarrassment. The dissemination of the 
toxic materials from the diseased lung is 
impeded or prevented. Therefore the gen- 
eral condition of the patient is improved. 

The natural cure of tuberculosis in joints 
shows that rest or immobilization is the 
essential factor in healing. Immobilization, 
or forced rest, is the necessary condition to 
repair in collapse therapy of the lung. The 
active agents cannot continue to generate 
and put into the circulation the toxins that 
produce the complicated disease known as 
tuberculosis. Naturally the patient’s gener- 
al resistance is increased, and bodily im- 
provement follows. 

Karl Schlaepfer’ has shown that there is 
a stasis in the lymphatics and in blood ves- 
sels. When the lung is put at rest, a simi- 
lar condition is shown by Bier’s passive hy- 
peremia. By this passive congestion, na- 
ture causes the production of fibrous tis- 
sue, a step in the healing process. And her 
efforts heal or fail to heal according to the 
success of these natural factors. 

Extrapleural thoracoplasty, in two or 
more stages, is now performed for unilateral 
pulmonary tuberculosis under gas oxygen 
or local anesthesia, with encouraging re- 
sults. 

The cases showing the marked forma- 
tion of fibrous tissue are the most hopeful 
in prognosis. They are frequently called 
the “formative” or the “productive type.” 
While the tall, stout, muscular patient, with 
an apparently good general condition, and 
who has not been cured for a long period, is 
not considered as a good risk. 
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The pneumonic or caseous or exudative 
type are not essentially suitable for col- 
lapse therapy. This type does not exert 
traction upon the skeleton nor the viscera 
as does the fibrous type. 

Small blood transfusions have been of de- 
cided benefit in preventing shock. 

Phrenicotomy is growing in favor as a 
preliminary operation. A great number of 
patients will improve and become better op- 
erative risks after a phrenicotomy. All 
remedies used to stop and prevent hemor- 
rhage will be more potent if assisted by rest 
of the diaphragm. 

Patients that are not essentially unila‘ eral 
will improve in. general heaith after a 
phrenicotomy. It may be used to test the 
ability of the so-called good lung to carry 
an increase of the respiratory function. It 
is of decided benefit in cases of tuberculo- 
sis at the base of the lung. It is indicated 
in those cases of artificial pneumothorax 
which require frequent refills and where, 
for economical or business reasons, the 
services of those skilled in the use of arti- 
ficial pneumothorax cannot be obtained. By 
diminishing the size of the chest cavity, it 
will benefit cases in which the termination 
of artificial pneumothorax is considered, 
where there is apprehension that final ex- 
pansion will not be safe in a normal sized 
chest. It is believed that the operation will 
lessen the dangers of artificial pneumotho- 
rax, especially the formation of fluid, and, 
at times, empyema. It may prove of service 
in preventing spontaneous pneumothorax. 

There is a growing opinion that phreni- 
cotomy previous to thoracoplasty prevents 
inspiratory action aspirating septic material 
into the base of the lung, thereby lessening 
the danger from pneumonia. In all cases 
of thoracoplasty it is one of the factors of 
producing rest or immobility of the chest, 
as the paralysis of the diaphragm prevents 
inspiratory movements and also compresses 
the base of the lung. 

Pneumolysis, or apicolysis can frequently 
be used as an adjunct to thoracoplasty. It 
is especially useful in compressing a cavity 
with thick resistant walls. As an independ- 
ent measure it has a very limited field. It 
may be used to assist intrapleural thora- 
coplasty and extrapleural thoracoplasty in 
obliterating old empyema cavities. 


SUMMARY 

(1) Patients with pulmonary tubercu- 
losis formerly regarded as lost, can now be 
saved by surgical collapse of the lung. 

(2) Pneumolysis or apicolysis is a sup- 
plementary measure to thoracoplasty. 

(3) Phrenicotomy alone is of decided 
benefit: (a) In tuberculosis of the base of 
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the lung; (b) In the control of the severe 
pulmonary hemorrhage, where it may be 
the determining factor; (c) In alleviating 
the patient’s condition in advanced tuber- 
culosis; (d) It may relieve impaired cardiac 
function. 

(4) Phrenicotomy is an adjuvant to 
thoracoplasty in further promoting rest at 
the base of the lung and at the completion 
of artificial pneumothorax. 

(5) Paravertebral extrapleural thora- 
coplasty may be satisfactorily performed 
under novocaine nerve block. 

(6) Surgery of the chest denotes a tre- 
mendous advance, and is becoming an im- 
portant chapter in the progress of the sci- 
ence. 


REFERENCES 
1. Graham, Evarts A. Surg. Gyne. and Obs., 
April, 1924. 
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CAUTERY EXCISION IN CARCINOMA 
ABOVE THE CLAVICLE 
JAMES F. PERCY, M. D. 
Los Angeles, California 


(Read before the New Mexico Medical Society, 
Albuquerque, May 11, 1928.) 

Cancer above the clavicle is slow to metas- 
tasize and is, therefore, peculiarly favorable 
for surgical attack with the hot knife. Auth- 
ors vary in their estimate of the tendency 
of malignancy to spread in this region. Some 
rate it as high as five per cent. Others 
(Crile and Blair) as low as one per cent. 


Cancer of the lip, mucous membrane of 
the cheek, tongue, floor of the mouth, ton- 
sils, jaws, larynx, nose, sinuses, ears, antra, 
glands of the neck, and of the skin, espe- 
cially of the face. eyelids, and eyes, prom- 
ises more in the way of beneficial results 
from cautery surgery than does malignancy 
in any other region of the body, with the 
— exception of carcinoma of the blad- 
er. 

I can only hope to make clear in this pa- 
per a few of the fundamental factors nec- 
essary to give the patient, suffering from 
cancer above the clavicle, the greatest pos- 
sible benefit from heat applied grossly or 
with the cautery knife. 

I have now had sufficient experience in 
the surgery of malignant growths in the 
various regions of the body to claim that 
cautery surgery offers more in the way of 
cure and palliation for the early and late 
cases than any other known form of treat- 
ment. There is no sort of pathology so easy 
to correct with the heat applications as 
early malignancies in the areas just men- 
tioned. There are certain imperative pre- 
liminaries necessary, however, before this 
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statement can be made good, the chief be- 
ing that there must not have been any pre- 
vious attempts at cure by the use of the 
cold steel knife, radio-active agents or caus- 
tic pastes. Secondary attempts in the treat- 
ment of cancer with the hot knife, although 
by no means hopeless, bear an almost geo- 
metrical ratio of failure, based always on 
the number of previous attempts to destroy 
the growth. 


The tragedy of cancer is the neglected 
case. In the early stages, in any of the re- 
gions mentioned, the treatment and cure of 
these patients by the thorough application 
of the heat, is so simple and successful as 
to be almost beyond belief to those not fa- 
miliar with the heat technic. This applies 
especially to the early manifestations of 
cancer of the skin, above the clavicle. These 
are the types of the disease that are so fre- 
quently neglected, not only by the victim 
of the growth, but by his physician as well. 
It is an inexplicable fact that here, as else- 
where in the body, the early manifestations 
of cancer are rarely treated. They are usual- 
ly permitted to become destructively of- 
fensive, not to say loathsome and repulsive, 
before anything effective is attempted to 
change the course of this otherwise fatal 
disease. Whether this seeming unconcern is 
due to a primary feeling of hopelessness, or, 
on the other hand, to a fatalistic stoicism on 
the part of the patient, is difficult to decide. 
I am quite sure, however, that this ruinous 
fact is often primarily due to the unfortu- 
nate attitude of our profession toward the 
early treatment of cancer, not only in the 
past, but even today. We infrequently at- 
tempt anything in a radical way in this dis- 
ease until some of its dreadful, compelling 
and often appalling terminal expressions oc- 
cur. Is it any wonder, then, that these pa- 
tients follow our plan of early neglect until 
they are literally forced to do something to 
keep them among their friends? And if 
they do come, whether early or late, what 
do they get? The first suggestion is usual- 
ly an expression of pessimism wreathed in 
whispers and draped with gloom and hope- 
lessness, often ending with the heartless ad- 
vice to take morphine and die. We rarely 
have anything for their salvation except 
some indifferent and questionable treatment 
which we suggest and offer to apply in 
such a way that it carries but little convic- 
tion or hope for deliverance from their dis- 
ease. In order to successfully manage the 
cancer patient, we must first change our 
point of view before the public as to our 
ability to cure at least some of the various 
manifestations of this Protean disease. 


If physicians but knew the value of the 
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early, thorough, cautery destruction of ac- 
cessible cancer about the face and neck, not 
to mention any more, there would be no 
terminal cases of the disease such as are so 
commonly seen today. 


DIAGNOSIS 


Any sore on the skin that persists over 
one month, regardless of the nature of the 
local treatment, and especially if it recurs, 
is almost certain to be due to either syphilis, 
tuberculosis or cancer. The exceptions to 
the practical truth of this statement are so 
few that they can be ignored. But before 
any of these three scourges become suffi- 
ciently developed to attract attention, we of- 
ten find localized areas of roughness of the 
skin which have persisted for months, or 
even years, before they begin to break 
down. Patients frequently, when they final- 
ly speak to their physician about this form 
of local trouble, say that at first it was 
merely a pimple or a little collection of 
“scurf skin.” This is their fanciful, but not 
altogether inaccurate, description of a very 
significant but too often ignored pathologic 
process. I know of no treatment that will 
certainly and permanently destroy this ab- 
normal collection of surface cells except a 
finished application of the cautery heat, or 
the less desirable caustic pastes. I see these 
areas most frequently after they have been 
made to disappear several times following 
treatment with sundry pastes, ointments, 
acids and radio-active agents. The signifi- 
cance of their perennial return after the ap- 
plication of these various irritating. but 
rarely completely destructive methods, is 
usually not grasped by the physician or un- 
derstood by the patient. Any growth that 
returns after apparent eradication by physi- 
cal means, is not innocent. The skin of the 
face in some individuals is especially prone 
to take on keratotic changes. This is char- 
acteristic of those who spend much time in 
the open, particularly when exposed to the 
sun ‘and wind, and whose skin is given no 
special care or protection. If they are no 
jonger young, all of these tendencies toward 
abnormal variations in the exposed integu- 
ment are accentuated. Wien the real mean- 
ing and import of the persistent recurring 
changes in and under. the skin are finally 
recognized, the patient is usually well on the 
road in the direction of chronic malignancy. 
This is particularly true if some of the ad- 
jacent lymph glands are hard, and enlarged 
sufficiently to be palpable. If, in addition, 
they are fixed to the skin or to the underly- 
ing structures, the outlook for the patient 
is serious just in the degree that this fixa- 
tion characterizes his disease. The fixity 


and firmness not only determine the prog- 
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nosis, but also much of the extent and char- 
acter of the treatment required. 
TREATMENT 

What I shall say on this. part of my sub- 
ject must necessarily be restricted to a de- 
scription of the application of the heat tech- 
nic to a limited number of the possible mal- 
ignant growths above the clavicle. But the 
principle of heat penetration by means of 
the cautery, can be employed wherever it 
may be found desirable to treat accessible 
cancer with the hot iron. As a rule, we 
make the gievous mistake of applying the 
minimum amount, or degree, of treatment of 
cancer as our preliminary effort. This rule 
should be reversed in favor of the maximum 
attempt as our first endeavor. When this is 
done, not only medical men and women, but 
the public also, will soon learn that some- 
thing can be accomplished, both in the cure 
and in the amelioration of cancer. 

Most of the patients with frightfully de- 
structive lesions about the face, which I am 
asked to treat, give a history that began a 
few months previous to their first seeing a 


physician. In addition to this, when we re-. 


member that their disease almost invariably 
primarily appeared as a small, persistent, 
superficial, circumscribed accumulation of 
apparently innocent cells, the tragedy of 
their mismanagement becomes shockingly 
evident. I want to reveat here that the 
maximum treatment of this condition is, 
by all the rules of correct cancer surgery, 
the important one. Destroy it early and ut- 
terly with the hot iron and it is cured. But 
if we piddle and temporize by using the 
cold steel knife, caustics, acids, the various 
light treatments, radio-active agents as they 
are usually applied, or other stimulating ir- 
ritants, although we may temporarily im- 
prove its appearance we will rarely cure the 
disease . Indeed, we are quite certain to take 
from the tissues their otherwise normal re- 
sistance to the development of cancer, and 
the recurrences that almost inevitably fol- 
low are then too often viciously beyond any 
method of treatment, heat or otherwise. 
THE TECHNIC OF HEAT APPLICATIONS 
This will depend on whether the lesion 
to be treated is on, or fixed beneath, the 
skin. If on the surface, the most satisfac- 
tory results will be obtained by the applica- 
tion of a suitably sized cautery tip to the 
mass, through the entire thickness of the 
skin, until it is melted down and uttterly de- 
stroyed. This means that the heat should 
be applied until the compact circumference 
which characterizes the morbid growth, is 
destroyed down to the normally movable 
structures beneath the tumor and the skin. 
This method is particularly applicable in the 
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late cases, where the growth has broken 
down and become offensive, not only to the 
patient, but to those about him. As a rule, 
when the tumor has reached this stage, it 
is more or less fixed to the surrounding, 
and especially to the underlying, structures. 
This melting or destructive process can be 
done most effectively with my ball-tipped 
cautery. One of the advantages is that its 
bulk is sufficient to carry a penetrating de- 
gree of heat through the tissues a consider- 
able distance beyond the pathological area. 
A temperature in the iron that will not car- 
bonize is shown by a dark red color when 
viewed in a dark room. This degree of tem- 
perature should be applied slowly and con- 
tinuously, until the entire thickness of the 
involved and surrounding ckin and the mass, 
including the underlying fixed and adjacent 
structures, are thoroughly infiltrated with 
a cancer-killing degree of heat. 


The remaining method is the total exci- 
sion of the growth as an ordinary surgical 
procedure, with the hot knife. In the melt- 
ing down or in the excision of fixed path- 
ological structures with the cautery, I have 
formulated the following surgical rule, 
which works out in practice most effectively. 
All tissues normally movable, fixed by the 
pathology, make normally movable again 
with the heat. 

If the growth is beneath the skin and not 
attached to it, the incision should be made 
so as to form a flap that will permit free 
exposure of the mass. When this is accom- 
plished, it can be dissected out with the 
cautery knife, the flap replaced and sutured. 
It is well, as a rule, to insert a small un- 
rolled rubber tissue drain at the most de- 
pendent part beneath the flap. If the growth 
springs from some of the normally protrud- 
ing parts of the head—ears, eyelids, nose or 





Fig. 1. Central carcinoma of lower lip of two 
months’ duration. The photograph does not show 
the elevation of the growth nor the degree of in- 
filtration of the skin and mucous membrane. 
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lips—either primarily or by extension from 
an adjacent malignant area, it should be 
boldly melted down, as already directed, or 
cut away with the hot knife. The skin over 
the cartilages of the ear, eyelids and nose, 
always heals kindly, if not previously treat- 
ed with radium, following either incision or 
excision with the hot knife, provided certain 


= 





Fig. 2. Untouched photograph of leather cap fol- 
lowing cautery knife excision of lower lip for car- 
cinoma. 





Fig. 3. Appearance of lip after the leather cap 
has been cast off. This usually requires from two 
to three weeks. 





Fig. 4. Appearance of the lower lip three and 
one-half months after removal of carcinoma with 
the cautery. 
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simple rules are obeyed in the after care. 
The most important of these is that no pri- 
mary gauze dressings containing emollients, 
ointments, or antiseptics, especially of the 
Carrel-Dakin type, be applied to the operat- 
ed area, and particularly to the edges of the 
wound, so long as the leather or horny cap, 





Fig. 5. Scar of horse-shoe shaped flap made 
with the cautery knife, one year previously, for 
exposure of the maxillary antrum. The photograph 
of the remains of the incision is much more pro- 
nounced than when viewed naturally. At the pres- 
ent time, nearly four years following the cautery 
treatment, the scar is practically invisible to casual 
inspection. Part of this must be attributed to 
active massage, which is always an important fac- 
tor in restoring scar tissue to that which suggests 
the normal. 


formed by the heat, remains in place (Fig. 
2). There is no aseptic dressing that we 
might want to employ, so perfect as this 
covering substance which is formed by the 
hot knife as it coagulates its way through 
the tissues. It is also well to remember that, 
treated in this way, i.e. not disturbed, this 
perfectly fitting leather-like covering re- 
mains in place until a wall of normal repair 
cells is formed beneath it. It is then ready 
to be, and is, cast off. When it is, normal 
healing of the parts results, even to restora- 
tion of the lip to its previous normal appear- 
ance, including the vermilion border, and 
with an amazingly small amount of scar tis- 
sue (Figs. 3-4). If this method of protect- 
ing the newly forming, or formed, repair 
cells beneath the cautery-made leather-like 
cap, is not followed, the tissues will likely 
become infected and slough, entailing an un- 
necessary loss of useful tissue, making the 
final cosmetic result much less complete. 
This almost perfect result does not follow 
if the lip carcinoma has previously been 
“cured” by treatment with radio-active 
agents. 

The unavoidable limitations for a paper 
will prevent my going into more detail at 
this time on a subject with so many im- 
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portant subsidiary surgical offshoots. There 
are, however, two common malignant lesions 
above the clavicle that every physician sees 
rather frequently and which are, not un- 
commonly, badly managed. These are can- 
cer of the lip (Fig. 1) and of the antrum of 
Highmore (Fig. 5). Cancer of the lip is fre- 
quently a viciously destructive process for 
the individual in whom it develops. On the 
other hand, malignancy developing in the 
maxillary antrum is much slower in its evo- 
lution and progress and metastasizes, as a 
rule, very late, if at all. This latter fact, 
however, is but rarely true of cancer of the 
lip, so that the statement made above re- 
garding any sore that persists over one 
month, if on the lip, should excite our sus- 
picions at once as to the possibility of its 
being either malignant, syphilitic or tuber- 
cular. 

Right here it is important to stress a 
very practical fact in my experience. If a 
patient has a positive Wassermann, do not 
assume that his lesion is syphilitic alone in 
origin. This is well illustrated in cancer of 
the tongue, in which statistics seem to 
prove that in eighty-five per cent there is 
a luetic base, but treatment of the lues does 
not cure the cancer. Ewing, of New York, 
said a very wise thing in a recent article 
(1924) to the effect that, if a mass looks 
like cancer clinically, it is cancer. His idea 
was that we should not become too much 
wedded to laboratory methods, and espe- 
cially the microscope, in the diagnosis of 
cancer. It was refreshing to have a scientist 
of the standing of Dr. Ewing emphasize the 
value and importance of clinical experience 
in the-solution of some of our diagnostic 
problems. 


This is particularly important in the man- 
agement of a persistent sore on the lip or 
tongue, combined with a coexistent positive 
Wassermann. If the lesion clinically looks 
like cancer, it is almost certain to be cancer. 
This was especially emphasized while I was 
writing this part of my paper. A splendid 
looking, apparently physically perfect speci- 
men of a man presented a letter from his 
physician asking that I treat his sore 
mouth. The condition began eighteen months 
before with a small ulcer under the right 
tip of his tongue. He also gave a history of 
a chancre twenty-five years ago. This fur- 
ther disclosed that when he consulted his 
physician one year and a half ago, he was 
at once put upon a course of salvarsan, 
which was followed by the continued use of 
potassium iodid and mercury. But the sore 
was not improved at any time by the treat- 
ment. It continued to grow until, when I 
saw him, the anterior one-third of the floor 
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of his mouth was absolutely fixed by can- 
cer. To the tip of the examining finger it 
felt as if it were cemented in. There was 
also a deep craterous ulcer, about two centi- 
meters across, under his tongue; the glands 
on both sides of the neck were greatly en- 
larged, especially the right submaxillary; 
and there was pain in his left ear. He could 
no longer sleep comfortably because of this 
pain. Pain always stirs the patient and 
finally the physician and the surgeons also. 
But what of the medical man who continued 
to treat this patient for syphilis in the face 
of the fact that the disease continued to 
grow in the tissues in the floor of the 
mouth, the tongue and on both sides of the 
neck, in spite of treatment for eighteen 
months? To treat these patients with in- 
travenous arsenical preparations alone, espe- 
cially if combined with mercury and iodids, 
may withdraw from them all hope of a sub- 
sequent favorable outcome from surgical 
treatment for the amelioration or cure of 
their cancerous lesion. In all of my experi- 
ence I have never seen one of these cases 
clear under antisyphilitic treatment, but 
many times I have witnessed the increased 
growth and progress of the disorder, often 
to a deplorable extent. So, I repeat, if the 
mass looks like cancer, it is cancer, even 
though the laboratory and the clinicians 
may incline to the view that the trouble is 
entirely syphilitic. If they insist that it is 
only this, all I can urge in the. interest of 
the patient, is to try and limit the experi- 
ments with drug treatment to the shortest 
possible time. When this is over, if the pa- 
tient is still operable, then the indications 
are always and most imperatively for the 
excision of the growing mass with the caut- 
ery knife. It is true that frequently after 
ablation where there has been a positive 
Wassermann, the ultimate healing may be 
more perfect if the patient is given, subse- 
quent to his operation, tonic doses of mer- 
cury and iodid of potassium. But to give 
these actively and alone and for a long 
time, is but to invite ultimate disaster to 
the neglected patient from the progress of 
the malignant process in his mouth. 


The nearer to the median line of the 
tongue or lip the lesion is situated, the more 
danger of bilateral involvement of the 
glands beneath the mandible and in those 
of the neck. This brings up the never fail- 
ing surgical question of the wisdom of clean- 
ing out the gland-bearing fascia in both of 
these regions. I shall dismiss this question 
here by the simple statement that I believe 
it to be a most unfortunate breach of good 
surgical judgment not to remove these 
glands primarily, with ligation of both ex- 
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ternal carotid arteries, in practically every 
instance where it can be done. The patient 
is never safe from a recurrence in the neck 
following the development of cancer in the 
tissues higher up in the head. 


The most effective removal of cancer of 
the lip can be made one of the simplest of 
surgical procedures. The proper elimina- 
tion of the glands of the neck, unfortunate- 
ly, is not in this same class. Their destruc- 
tion not only requires hospital care but it 
is a major surgical procedure, by any meth- 
od. Any part of the lip (Figs. 1-2-3-4) how- 
ever, can be removed in one’s office with- 
out any anesthetic, either local or general, 
with practically no pain, immediate or re- 
mote, to the patient. This statement also 
implies the entire absence of the use of 
morphine or hyoscine. The hot knife ef- 
fectively kills nerve conduction, practically 
instantly. All that is required is that the 
patient lie down on the examining table. 
His eyes should be covered with a rather 
thick layer of moist cotton, and mildly act- 
ing compressing forceps are applied to each 
side of the lower lip at the angle of the 
mouth—usually old sponge-holding forceps 
that have lost much of their compressing 
power, serve best. They not only shut off 
the inferior coronary branches of the facial 
arteries to the lip, but are also utilized to 
turn it outward away from the teeth. At 
the same time the mass to be removed can 
be held steady with good tissue forceps 
while the cautery is made to encircle it. 
The most desirable type of cautery knife is 
one that is thick enough to carry a steady 
and sufficient degree of heat through the 
tissues, regardless of how wet they may be. 
Such a knife will not cool rapidly and car- 
ries a reserve of heat that permits of its 
dissemination far beyond the area of its im- 
mediate contact with the malignant struc- 
tures. The short thin-bladed _ platinum 
knives usually found in the instrument 
shops are practically useless for anything 
but the lightest of cautery requirements. 
My big copper knife is almost ideal for all 
types of cautery service. I use it about the 
eye and in amputations of the thigh, with 
equal facility. It usually should carry a tem- 
perature that will cause the heater at the 
base of the knife blade to show a dark cher- 
ry red. This temperature transmitted to 
the knife will cause its tip, when dipped in 
liquid soap, not to hiss, and no soap in the 
form of bubbles will adhere to it when 
taken out of the soap solution. A tempera- 
ture of this degree will cause but a slight 
momentary sensation of discomfort when it 
touches the mucous membrane. It is impor- 
tant, when applying the heated knife to the 
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lip, to keep it there without removal until 
the entire pathological area has been excis- 
ed. The heat in the knife blade should be 
sufficient to permit it to slowly coagulate 
or melt its way through the tissues. If 
there is any bleeding while severing the tis- 
sues, the instrument is too hot and the elec- 
tric current should be turned down suffi- 
ciently to prevent this. The horse-shoe 
shaped wound: that is left should have a 
smooth, brown, leathery-like surface (Fig. 
2). This, as has already been stated, should 
be let alone, i. e., without applications or 
treatment, of any kind. If the teeth are ab- 
sent, the saliva will escape from. the mouth 
and soften and infect the cauterized edge of 
the wound. In that event some mild anti- 
septic ointment, preferably with a lanolin 
base, or solution, should be applied to keep 
it clean. One of my patients whose teeth 
were present but not quite in apposition, 
adopted the very satisfactory expedient of 
moulding chewing gum behind them. In 
this way he retained the saliva and protect- 
ed his lip, wound. 


In closing, I want to. mention briefly the 
operation, referred.to. above, for the destruc- 
tion of carcinoma in the maxillary antrum, 
which, is not only simple to.do, but most. ef- 
fective in its final. good result. All. of the 
operations that I have so far found. describ- 
ed, attempt to approach the antrum through 
the nose. or from, beneath the soft struc- 
tures. at the upper. and, posterior margin of 
the lip: at its attachment to the superior 
maxillary bone. Cancer of the antrum can- 
not be most. effectively destroyed. when. the 
field is more or, less. obscured, as it is by 
these methods of approach. In addition, this 
much better overation avoids the danger- 
ous and, as well, the deforming, results in- 
cident to the removal, of the superior maxil- 
larv bone. The latter operation is a formid- 
able one and should not be considered light- 
ly. My technic avoids the complete destruc- 
tion of the lateral half of the upper jaw, 
except. in, so far as small parts of the bone 
may be devitalized and later. are exfoliated. 
The method, consists in. making an external 
horseshoe-shaped incision through the skin 
and soft tissues, of the face with the cautery 
knife (Fig. 5). The base of the incision is 
just beneath the orbital cavity, and the 
apex. at the attachment. of the upper lip to 
the superior maxillary bone. This latter 


part of the incision avo'ds severing the 
obicularis oris muscle from its. attachment 
to the upper border of the alveolar process. 
The skin and underlying soft parts. are re- 
flected. from, the bony structures beneath, 
upward, and are protected. from destructive 
contact with the irradiated heat from the 
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cautery. The. cautery knife should then be 
discarded. for one that carries a ball-shaped 
tip. The anterior wall of the antrum, if not 
already opened by the disease, should be 
broken. through either with my heavy 
cautery. knife-or a bone chisel, exposing the 
malignant mass. When this is accomplished, 
the. blunt end of the ball-tipped heater is 
pushed: into the diseased cavity and main- 
tained. there, until all of the abnormal tis- 
sues. are thoroughly cooked. When this is 
done, the hot iron is withdrawn. and the 
horseshoe-shared flap. is permitted to drop 
baek: into. place, and the lateral walls are 
fastened with Paegenstecker linen sutures. 
The lower end of the flap remains unsu- 
tured in order to permit the introduction of 
a small unrolled tissue drain which is passed 
rather freely into the open antrum. This is 
retained in place for two or more weeks, 
or until the drainage lessens and becomes 
serous in character. There is no danger to 
the eye from the application of the heat in 
the manner described and the resulting de- 
formity of the soft parts is often surpris- 
ingly slight (Fig. 5). The cooked bones 
should: not be touched, either with a bone 
curette or applications of zinc chloride, with 
the idea of hastening their removal. If let 
alone, they will slough out through the 
beneficent repair powers. of the adjacent 
healthy bony and soft tissues, and leave a 
normally healing area. In the average case 
it is not necessary to tie the external carotid 
arteries. The ultimate results from this 
technie in. this region as to the cure of the 
malignaney and from the cosmetic view- 
point, are almost perfect. 


THE SIGNIFICANCE OF CERTAIN ERUP- 
TIVE DISORDERS OF THE SKIN, WITH 
SPECIAL REFERENCE TO. THE TOXIC 
ERYTHEMAS. PURPURA, URTICARIA, 
ECZEMA AND PSORIASIS. 


A. J. MARKLEY, M. D. 
Denver, Colo. 


(Read before the New Mexico Medical Society at 
its Forty-sixth Annual Meeting, at Albuquerque, 
N.M., May 10-12, 1928.) 

A very considerable number of the erup- 
tive phenomena which appear upon the skin 
are, routinely recognized, and designated as 
“symptomatic, eruptions,” that is, cutaneous 
man‘festations of disorders affecting pri- 
marily, or. principally, tissues or organs 
other than, or, in addition. to, the skin itself. 

Familiar examples. of such eruptions are 
measles, small-nox, scarlet fever, rose spots, 
macular syphilide, etc-—evidences of sys- 
temic infections; jaundice and herpes zos- 
ter—evidences. of local disturbance in the 
biliary tract and. a posterior nerve root; 





drug rashes—evidences. of systemic intoxi- 
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cation from absorption of drugs, particular- 
ly the iodides, bromides, balsams, etcetera. 
In each of these examples, the skin reaction 
is characteristic, referable to, and due to a 
definite specific cause and is never excited 
by any other cause. 

Such treatment as may be directed toward 
any of these eruptions is merely palliative 
in the expectation and knowledge that they 
will disappear with the cessation of activ- 
ity of ‘the exciting cause. 

The equally definite and important symp- 
tomatic character of many other eruptive 
dermatoses is, however, often unrecognized 
or overlooked; eruptions that are frankly 
cutaneous expressions of internal disorders 
of widely varying character and often of 
very obscure origin, infective, functional, 
malignant, metatolic, at times evanescent 
or recurring, but often persistent, progres- 
sive and serious: of such internal or sys- 
temic disorders ‘a skin eruption is not in- 
frequently the earliest tangible evidence. 
While it is true that this relation of cause 
and effect is not uniformly specific, a single 
disorder giving rise to various eruptions, 
and, on the other hand, the same form of 
eruption resulting from a variety of disor- 
ders, yet the general rule that eruptions of 
certain character are due to some internal 
disorder is of definite value to the conscien- 
tious clinician. Ordinarily these eruptions 
are regarded, and dealt with, as primary dis- 
orders of the skin, and it is largely because 
of the unsatisfactorv results of such man- 
agement that skin diseases in general have 
acquired a sinister reputation for obscurity 
of origin and resistance to therapy. 


To a small groun of such eruntions and 
their clinical sign‘ficance, attention is here 
directed in the hope that some one may 
2vo'd some of the difficultics that beset my 
own early experiences with them. 

THE TOXIC ERYTHEMAS 

Under this heading is brought together 
a group of disorders of which t>e dominant. 
and often the sole, clinical feature is en ery- 
thematous eruption, varv'ng in ex‘ent from 
localized, regional or patchv, to ‘“eneralized 
macular er comnlete ervthrodermia and in 
intensity from pale pink to dusky red. All 
of the acute exanthemata and other rashes 
appearing in systemic imfections and tox- 
emias, particularly alimentary toxe™ias, be- 
long in this category and are generally fa- 
miliar. Certain others, however, havea sig- 
nificance that often escaves recogn'tion b>- 
cause of the lack of avparent relation be- 
— the eruption and other known disor- 

ers. 

Rosacea, a congestive erythema of the 
face and nose, is usually regarded lightly 
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except for the disfigurement, yet it has its 
origin chiefly in conditions remote from 
the face itself: most commonly alimentary 
toxemia from a diserdered digestion, zastro- 
‘intestinal fermentation, hepatic dysfunction, 
constipation, achlorhydria, et cetera. Pelvic 
disorders of all*kinds, in women, predispose 
to localization of rosacea on the chin, and 
any chronic infection may be responsible 
for the persistence of this condition. 


Erythema Multiforme, as the name indi- 
cates, occurs in a variety of clinical forms, 
the most common being papulo-erythema- 
tous, bullous and nodular, which rarely are 
seen in combination. 


The papulo-erythematous type, the most 
common, appears particularly about the 
dorsal suffaces of the hands, wrists and 
forearms, at times on the fingers, the elbows, 
the nape of the neck, the forehead, the 
knees, and rarely the feet. The lesions are 
leriticular congestive spots which spread, 
become elevated, with depressed cyanotic or 
even hemorrhagic centres. Tension, burn- 
ing and itching, with rheumatoid sensa- 
tions, are common, but severe general symp- 
toms ‘are rare. The eruption extends by ‘suc- 
cessive outbreaks and its duration is from 
two to five weeks. 

The bullous ‘type differs in intensity of 
the process, the localization being the same 
except that the mucous membranes may be 
involved, ‘even ‘the intestinal mucosae, giving 
rise to ‘severe visceral symptoms simulat- 
ing surgical conditions. The lesions, instead 
of remaining flat or papular, become bullous 
either in their centres or about their bor- 
ders, forming rinved bullae, often concen- 
tric, which, with their cyanotic centres and 
varying ‘shades of red at their peripheries, 
form ‘a ‘striking picture called herpes iris. 

Erythema nodosum. or the nodular tvpe, 
appears chiefly over the anterior aspects of 
the legs, also over the feet and, at times, 
the forearms and buttocks. The lesions are 
dermo-hypodermic nodules, varying in size 
from a bean to a walnut, pinkish to purple 
in color and painful to touch. They vary in 
number from two or three to thirty or more. 
Their soft fluctuating feel suggests a puru- 
lent content but they never suppurate and 
should nevér be incised. There is often a 
general disturbance with malaise, fever and 
rheumatoid pains. 

The cause of ervthema multiforme is not 


definite: alimentary and other forms of 


toxemia are at times responsible, but the 
most frequent cause is a bacterio-toxic ab- 
sorption and, in erythema nodosum, definite 
bacterial emboli derived from localized low- 
grade infections. Such attacks recur at in- 
tervals for years until infected teeth, ton- 
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sils, sinuses, gall-bladders, appendices, etc., 
are sought out and properly dealt with. The 
eruption itself is insignificant but the possi- 
bility of serious extension of the original 
focus of infection is not to be lightly re- 


garded. 
URTICARIA 


Notwithstanding its striking and uniform- 
ly constant clinical features, urticaria is not 
a true disease entity, but a form of cutane- 
ous reaction to a wide variety of causes and, 
as such, is the most definitely and charac- 
teristically symptomatic of all eruptive phe- 
nomena. 

As a local reaction to certain violent ir- 
ritants, such as plants, stings and bites of 
insects, and extreme variations of tempera- 
ture; or, in its acute generalized form, as a 
symptom of alimentary toxemia or of indi- 
vidual susceptibility to particular foods or 
other substances ingested or injected be- 
neath the skin, urticaria is generally fa- 
miliar and readily understood; but in its 
chronic form it becomes one of the most ab- 
struse and complex of present day medical 
problems, a cutaneous symptom of internal 
disturbance that will often elude the most 
expert, persistent and exhaustive search. 

The cause of urticaria is composed of two 
factors, a predisposing vaso-motor insta- 
bility, and an active precipitating irritation 
of the cutaneous blood vessels. The vaso- 
motor instability may be part of an indi- 
vidual constitutional nervous deficiency, or 
it may be acquired as a result of nervous 
overstress, exhaustion, shock, et cetera, or 
the effects of systemic intoxications, ali- 
mentary, infectious, glandular deficiencies, 
et cetera. The precipitating irritations may 
be either external or internal and are prac- 
tically endless in number and variety. It is 
this factor that makes the problem of 
chronic urticaria so complex and requires 
investigation of every phase of a patient’s 
life and habits for its solution—his diet, 
medication, elimination, organic and glandu- 
lar functions, clothing, occupation and other 
activities that might furnish a clue to the 
origin of irritation in each particular case. 
Even then one may fail, but it is only along 
this line that any hope or chance for suc- 
cess lies. But chronic urticaria is no minor 
affair and its victims are made miserable 
and, not infrequently, their health is seri- 
ously affected by the constant annoyance, 
lack of sleep, and the apprehension of re- 
curring attacks. 

PURPURA 
; Purpura is definitely a symptomatic erup- 
tion, since it never has its origin in a pure- 
ly local disease of the skin; this feature of 
the disorder is generally recognized in its 
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more severe forms and when the condition 
to which it is secondary is evident. : 

The symptomatic character of the milder 
forms of purpura simplex, however, is often 
overlooked, since the eruption may form the 
whole of the clinical picture. This may con- 
sist of few or many disseminated purpuric 
spots, particularly over the legs and thighs, 
but at times more generally distributed. 
Other symptoms are mild or wholly absent, 
yet this erupution definitely indicates the 
presence in the blood stream of bacterial 
toxins, or, more probably, living bacteria 
derived from an infective process some- 
where within the body. Such infections may, 
of course, be relatively harmless, but the 
risk of neglecting them justifies a careful 
search and their thorough eradication if 
discovered. 

ECZEMA 

Eczema is a polymorphous inflammatory 
process affecting the skin, due to a wide 
variety of external and internal causes. It 
is probable that it never results from either 
external or internal causes alone, but that 
internal causes so alter the resistance of 
the skin that it reacts in this manner to 
forms of external irritation that would be 
without effect upon the normal skin. Con- 
ceived of in this way, eczema becomes a 
symptom of internal disorder, and success in 
dealing with it is exactly measured by suc- 
cess in discovering and correcting the in- 
ternal disorder upon which it is dependent. 

Local palliative treatment is, of course, 
required, and no patient with eczema would 
be satisfied without measures to relieve the 
distressing symptoms and discomfort that 
always attend it; but local means alone will 
rarely, if ever, bring permanent relief. 

First among the internal disorders that 
underlie eczema are those of the gastro- 
intestinal tract; dietary faults both as to 
quality and quantity of food, abuse of alco- 
hol, tea, coffee, et cetera, dyspepsia due to 
functional disturbance, particularly an ex- 
cess or decrease in the normal amount of 
hydrochloric acid, constipation, intestinal 
stasis, et cetera. 

Chronic infections of all kinds may be the 
sources of toxemias which express them- 
selves as eczema. Organic disease of the 
kidneys, liver or vascular system, also latent 
visceral cancer, are frequently preceded in 
their active manifestations by severe and in- 
tractable eczematous outbreaks. 

As part of that constitutional deficiency 
known as vagotony, eczema appears in al- 
ternation, or even in combination, with 
asthma, hay fever and migraine—a condi- 
tion which must ordinarily be accepted as 
incurable, and, in its worst forms, a most 
formidable affliction. 
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Nervous disturbances play an important 
part in the cause of certain forms of eczema; 
neurasthenia, overstrain, worry shock, in- 
ducing a vaso-motor instability in the skin 
which renders it highly susceptible to ex- 
ternal irritation. This nervous influence is 
probably not direct, but acts by inducing 
functional, and thus metabolic, disturbances 
of many kinds which secondarily affect the 
skin. 

As in erythema multiforme and urticaria, 
allergy plays an important part in the pro- 
duction of eczema. Allergy is now regarded 
as a congenital or acquired property of spe- 
cific reaction against definite, widely vary- 
ing substances, not only proteins, which are 
wholly, or, at least, in the same quantities, 
without effect upon the normal organism. 
Many substances which, alone, are not anti- 
gens can acquire antigenic properties by the 
assistance of certain substances which the 
organism supplies. Here one’s resources and 
ingenuitv will be taxed to the limit to dis- 
cover the sensitizing agent or avents, since 
multiple sensitization is very common. 

Eczema man constitute a real infirmity, 
preventing employment in certain occupa- 
tions. The pruritus and desperation caused 
by it have led to cachexia or even suicide. 
Fatal cases for which eczema has been held 
responsible are probably referable to vis- 
ceral diseases of which the eruption was 
merely one symptom. 

PSORIASIS 

Psoriasis is a congenital abnormal state 
of the skin manifested bv a characteristic 
eruption under the influence of a variety of 
precipitating causes, chiefly of internal or- 
igin. Many psoriatics pass the greater part 
of their lives without any eruvtive evidence 
of their condition, but any severe systemic 
disturbance, a shock, an acute infection, an 
operation, a profound metabolic upset, will 
provoke an acute wide-spread outbreak. The 
eruption itself mav then be said to be symp- 
tomatic and its treatment along rational 
lines requires search for the systemic excit- 
ing cause. 

In this view of its genesis. psorasis is 
seen to be an incurable affection, but even 
in those cases in which the eruption is con- 
stantly or persistently present, we should 
not abandon the search for the vrecinitating 
cause, since it may be an incivient disorder. 
neglect of which mav lead to serious con- 
sequences for the patient. 

This by no means completes the list of 
eruptive disorders that may be regarded as 
more or less definitely symptomatic. Many 
of them are frankly pathognomonic: others 
simply indicate the coexistence of disorders 
other than those of the skin. They are high- 
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ly valuable clinical signs, and their accept- 
ance as such will frequently lead to the dis- 
covery of other conditions much more im- 
portant, which might otherwise have es- 
caped notice. 

The problem for solution when confront- 
ed by any eruptive dermatosis is simply 
this: Is this a primary disease of the skin 
which can be dealt with by local measures, 
or is it merely a symptom? and if so, of 
what? The successful solution of that prob- 
lem will mean the comfort, the peace of 
mind, and often the well-being of many pa- 
tients. 





SUPERIOR MESENTERIC THROMBOSIS 


WILBURN SMITH, M.D. 
Los Angeles, Cal. 


(Read before the Forty-sixth Annual Meeting 
of the New Mexico Medical Society, at Albuquer- 
que, N. M., May 10-12, 1928). 

Superior mesenteric thrombosis was 
practically unknown until that brilliant 
Cerm2n pathologist described a case from 
the postmortem room. Virchow, due to his 
thoroughness. d'scovered a stiperior mes- 
enteric arter’ enlarged and completely 
closed with a thrombus, so that it apveared 
as a fibrous cord. The patient, a2 woman, 
bad succumbed to some other disease and he 
wrote in detail of the case in 1847. In 
this case the clinical side does not apmar, 
for the condition had existed for some time, 
and Nature had come to the rescue and es- 
tablished a collateral circulat‘on. This tvpe 
of case vsuallvy rasses unrecognized and is 
often ent'relv over'ooked, being diagnosed 
as one of colic. or some »nartial intestinal 
obstruction. and after recovery the patient 
may pass along and succumb to some other 
disease. A nostmorte™m mav nev-r be made, 
and should there he. the examiner mav no* 
be thorough enoveh tn oxamine all the 
tissues, as d‘d the bri'l »nt Virchow, and so 
the condition may never be discovered. 

This condition is not common, for, since 
the first careful description in 1847. about 
five hundred cases have heen described, 
with only thirty-five of these surviving the 
attack, whether overated or not. This gives 
the appalling mortality of ninety-three per 
cent. The erterv is involved about five 
times as often as the vein, and the suverior 
mesenteric is involved about forty times as 
frequentlv as the inferior. It is true. the 
amount of intest'ne supplied by the super- 
ior is much rreater, as it extends from the 
duodenum to the anastomocis with the in- 
ferior at the middle colic. Also Litten main- 
tains that the suverior is a tvpe of end 
artery and has more of a tendencv to ‘n- 
farct, while the inferior tends to establish 
a collateral circulation. One would suppose, 
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in an artery which forms arcades, that col- 
lateral circulation would easily and most 
frequently obtain. Even though Virchow, 
Karcher, Chiene and others have had cases 
discovered in the postmortem room, having 
died of other more marked pathology, yet 
collateral formation is the exception in 
this artery. Karcher’s case was a female, 
forty-one years of age, who had cardiac 
decompensation symptoms with abdominal 
pain. She developed femoral thrombosis 
and in six weeks was operated for gangrene 
of the leg. She died a week later and on 
postmortem showed, in addition to disease 
of the mitral, tricuspid and aortic valves, 
lateral thrombi in both auricles, infarcts in 
lungs, spleen and kidney, an obliterating 
thrombus in the profunda femoris, and, 
what is more _ interesting, a thrombus 
obliterating completely the superior mesen- 
teric artery for a distance of thirty-seven 
millimeters. This thrombus was firmly ad- 
herent to the walls of the artery, but, in 
spite of that, there was only slight redden- 
ing of the mucous membrane of the ileum. 
Chiene’s case showed an aneurysm in a fe- 
male sixty-five years of age with the coeliac 
axis, superior and inferior involved and the 
latter vessels were completely obliterated, 
forming fibrous cords. 


The causes of this rather rare condition 
may be better studied if we separate the 
pathology of the artery from that of the 
vein. Under the artery we think first of 
embolus, which is often followed by throm- 
bus, or of thrombus alone. -The embolus 
comes from heart valves and vegetations, 
atheromatous plaques, and thrombus in the 
auricles or ventricles breaking up; the 
thrombus, from diseased arteries, aneurysm 
with extension of the clot and pressure on 
the artery from aneurysm or tumor. In 
venous involvement, various causes which 
may injure the veins, or infect them, or a 
combination of the two, are the factors. 
The more frequent causes are crushing and 
ligating the appendicular veins, pelvic sur- 
gery where adhesions are present, splenec- 
tomy, volvulus, intussusception, strangulat- 
ed hernia, or extension from the splenic or 
portal veins. Clinically they differ in that 
the arterial disposes to be sudden in onset 
while the venous tends to be gradual. 


Much experimental work has been done 
to try to ascertain the exact pathology and 
account for the variety of clinical symptoms 
manifest in these cases. Sprengel’s theory, 
that obliteration of an artery gave an ane- 
mic infarct, while the same in a vein gave 
an hemorrhagic one, does not here obtain, 
for, regardless of the cause, the infarct 
disposes to be hemorrhagic. This hemor- 
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rhagic infarct is usually followed by peri- 
tonitis, the mucous membrane ulcerates 
and breaks down with hemorrhage into the 
canal. The mesentery becomes edematous 
and the intestine may perforate and cause 
the peritonitis from macroscopic lesions. 
Extensive gangrene may: develop in forty- 
eight hours and there may or may not be a 
distinct line of demarcation. 

Following the suggestion that the arteries 
are terminal, as advocated by Litten, va- 
rious experiments have been done upon the 
lower animals, but whether the conclusions 
are safe to accept for the human is a ques- 
tion. These experiments include: (1) liga- 
tion of the artery or vein; (2) artificial em- 
boli (oil) which are not typical, so not 
parallel; (3) cutting portions of the mesen- 
tery along the intestinal attachment to 
study the effect on the mucous membrane. 


The result of the experiments in ligating 
the artery was anemia followed by violent 
tetanic contractions of the small intestine, 
followed in two or three hours by relaxa- 
tion and congestion, to terminate in an 
hemorrhagic infarct. Beckman and Raven- 
na showed, in operations on rabbits, dogs, 
and cats, that no effects were produced and 
that collateral circulation was established. 
Injection of paraffin if a large infarct is 
produced, the center tends to be anemic and 
the periphery hemorrhagic. 

Tying the mesentery along the border of 
the intestine in three centimeter lengths pro- 
duces first the change in the mucous mem- 
brane by areas of necrosis, while greater 
lengths, as five centimeters, produce necrosis 
of the mucous membrane and the wall, but 
first in the mucous membrane and to a 
greater extent. 

The deductions from the various experi- 
ments are as follows: 

1. Lodgment of embolus may not pro- 
duce infarct, but a collateral circulation may 
be established. 

2. Slow closure by a thrombus may 
stimulate collateral circulation. 

8. Many.cases of closure of the artery 
may be overlooked, due to the collateral 
anastomosis, and the terminal event be 
foreign to this pathology, so escape detec- 
tion at autopsy. 

4. Cases of aneurysmal pressure with 
thrombosis. and no infarct. 

Welch and Mall ligated the collateral cir- 
culation of the small intestine at the pancre- 
atico duodenal and at the middle colic, and 
nothing happened, as the superior mesen- 
teric was still intact. They then compressed 
this artery and, when it reached one-fifth 
of normal, they began to get infarction. 
This led them to believe it was a matter of 
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pressure in the artery, whether due to pres- 
sure constricting the vessel or cardiac; 
namely, vis a fronte. 

Karcher’s case seems to corroborate the 
latter. A female, forty-one years of age, 
with cardiac failure and collapse, was 
brought into the hospital. There was vio- 
lent abdominal pain and frequent bloody 
stools, with distension of the abdomen and 
tenderness. The left leg was very painful 
along the femoral and later this had to be 
amputated, due to gangrene. Heart de- 
compensation continued and death followed 
a week after the amputation. The autopsy 
showed multiple lesions in the heart, as de- 
scribed above in this article, with infarcts 
in lungs, spleen and kidneys, and thrombo- 
sis of the femoral vein with obliteration of 
the superior mesenteric. 

Conclusions: Pain due to lodgment of the 
empolus, with injury to the intestinal mu- 
cosa, as evidenced by the bloody stools, but 
collateral circulation was fairly established. 
Many cases have cardiac lesions so lessened 
vis a fronte and a decreased circulation, so, 
venous stasis with less blood passing 
through the part, and so, less ability to 
form collateral channels. 

Councilman’s case was incomplete oblit- 
eration, with fecal vomiting and obstipation 
and death from intestinal obstruction. Here 
the pathologist reported atheroma blocking 
incompletely the superior mesenteric artery, 
with no changes in the intestines. So the 
circulation may be partially disarranged 
with intestinal obstruction and the intes- 
tine remain intact. Thus it requires more 
blood to keep the peristaltic function intact 
than it does to keep the life of the tissues. 
This conclusion is shown in. intermittent 
claudication, where the function is disturbed 
before the life of the tissues. 

Reich’s case gave all the symptoms of in- 
testinal obstruction, and was operated for 
the same, and after careful exploration 
nothing was found. The symptoms persisted 
and a colostomy and ileostomy was later 
done, but the patient died. 

Autopsy findings: Arteriosclerosis of the 
aorta, partial thrombosis of the superior 
mesenteric and an infarct involving the 
jejunum to the extent of eighty centimeters, 
thus manifesting after the operation, 
though no doubt the thrombus existed and 
produced the ileus of this loop, with the 
clinical symptoms. 

In summing up the above cases we would 


-see three very distinct classes: 


1. Like Karcher’s, with other pathology 
overshadowing the thrombus and collateral 
circulation becoming established. 

2. Reich’s case being to the opposite ex- 
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treme, with marked infarction and de- 
struction of the mucosa. 

8.°-Councilman’s, intermediate, with in- 
testinal obstruction being the overshadow- 
ing symptom and no marked pathology in 
tissues. 

The amount of pathology will depend on 
the cardiac compensation and the vis-a- 
fronte. 

A careful history is of value in about 
two-thirds of the cases, and will show some 
suggestion of an etiology; namely, valvu- 
lar disease, arteriosclerosis or aneurysm, 
with exciting causes of abdominal surgery 
on stomach, appendix or hernia. There 
may be exertion, but pregnancy is also a 
factor. In the balance of the cases, the 
history has no bearing. Men are more fre- 
quent than women, as two to one, and be- 
tween twenty to sixty years of age. 

Pain is constant in type and paroxysmal, 
wave-like, merging into the continuous pain 
of peritonitis. The intermittent type of 
pain may be ascribed to the anemia which, 
for the first few hours, is tetanic in type, 
As it becomes intermittent, it simulates the 
pain of intermittent claudication. There 
may be some association with peristalsis 
disturbed by the obstruction. 

Vomiting is frequently present, at first 
reflex, then obstructive, and later due to 
the ileus of peritonitis. This is of the 
stomach contents and, in the severe path- 
ology, that of the intestinal contents, which 
will eventually be bloody. 

Constipation or obstipation is present in 
the two types of cases; namely, those with 
the severe destruction of the mucosa and 
those where peristalsis is paralyzed and no 


destruction of mucosa. There may be slight 


amount of flatus with enema but if the in- 
volvement is marked, none will pass. Blood 
is present in the more severe formiand will 
be present in about forty-one per cent. 
Early diarrhea may precede the constipa- 
tion. The constipation may at first be due 
to the paresis, or, in turn, to the gangrene, 
and later followed by that due to the peri- 
tonitis. 

The temperature ‘may at first be subnor- 
mal but rise later, due to’ the peritonitis. 
The abdomen is tender throughout but may 
be accentuated in a certain area. Gradual 
distension appears, which, is usually tym- 
panitic, but may be flat in the sides, later, 
due to fluid. 


Palpation may reveal a local mass, due 
to the edema, in the mesentery and if pal- 
pated, with the other symptoms and find- 
ings, helps one to make a diagnosis. On 
auscultation one finds a gradually decreas- 




















552 


ing amount due to the paresis, and the on- 
set of the peritonitis. 

A leucocytosis is usually present, approx- 
imately 20,000, with a differential above 
eighty-five per cent. 

One may classify the symptoms again af- 
ter the pathology: 

1. Very severe destruction; the main 
symptoms of which are diarrhea with bloody 
stools and hematemesis, associated with 
collapse. 

2. Less severe, with all the symptoms 
and landmarks of obstruction. 

38. Combinations of the above; namely, 
bloody stools and hematemesis with ob- 
struction symptoms. 

4. Meagre pathology with symptoms 
overshadowed by greater pathology, and 
the patient may form collateral circulation. 

5. In this group we have very mild 
pathology but the symptoms are akin to 
ulcer; namely, pain following eating, which 
is relieved by vomiting. The pain is ex- 
plained by the food stimulating peristalsis 
and this is like the intermittent claudica- 
tion due to the anemia, and a partial ileus 
exists. This is followed by vomiting and re- 
lief. There may be associated cardiac dis- 
ease and, so, low pressure in the superior 
sclerosis where there is a decrease in the 
blood supply. 

Gerhardt says a typical case should pre- 
sent the following: A definite cause for an 
embolus, intestinal hemorrhage, paroxysmal 
pains, ileus, fluid in the abdomen, subnor- 
mal temperature, with a palpable abdominal 
mass. If there is no vomiting of blood nor 
diarrhea with bloody stools, then it will re- 
semble Councilman’s case and be diagnosed 
intestinal obstruction. 

The differential diagnosis of the following 
are to be thought of: Acute perforative ap- 
pendicitis, volvulus, intussusception, and ° 
intestinal obstruction. The more _ severe 
cases of thrombosis with the manifestation 
of bloody stools and vomiting are not con- 
fused with the appendix. In the latter, 
there is pain about the umbilicus, with in- 
itial vomiting and then temperature. The 

pain passing to the right iliac fossa, no ob- 
stipation and a return of the vomiting much 
later, help to place the diagnosis. 

Volvulus occurs more in older people, with 
no specific etiology of thrombus, no bloody 
stools; but obstipation and distension and 
vomiting tend to place it as an intestinal 
obstruction. This, in turn, may be the point 
in the middle class of the thrombus where 
all symptoms, as in Councilman’s, are ob- 
struction. 

Intussusception is more nearly like the 
severe type of thrombus. Here we have a 
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child, more often, with sudden attack of 
obstruction with vomiting (not bloody), 
with bloody stools and often the sausage- 
shaped tumor palpable per abdomen or the 
head per rectum. If there be no diarrhea 
of blood, and hematemesis, the cases are di- 
agnosed as intestinal obstruction. 


The prognosis depends on the extent of 
the thrombosis and the early recognition 
and treatment. The progress is rapidly 
downward, with rising temperature, col- 
lapse and peritonitis. Sixty per cent die in 
the first week and the mortality approxi- 
mates ninety-five per cent. Five hundred 
cases are reported in the literature and only 
thirty-five survived. 


Treatment may be classified 
degrees of the pathology: 
1. Very mild, with 
ulcer. 

2. More severe, with abdominal findings 
but where the pathology elsewhere over- 
shadows. 


3. Most severe cases, 
forms. 

In number one, the symptoms are ulcer 
with the pains as recited above, which are 
due to the peristalsis being excited by the 
food intake; and, due to the anemia of the 
part, there is spasm. Here diets easily di- 
gested, with medication to assist digestion. 
The pathology is a partial closure or a very 
decreased blood supply due to splanchnic 
sclerosis. 

In the more severe, with overwhelming 
other pathology, the abdominal symptoms 
are not of sufficient severity to warrant a 
laparotomy with the other cardiac, or car- 
diovascular symptoms, and here eventually, 
under symptomatic treatment, the collater- 
al circulation is reestablished. 


In the very severe types operation is the 
only method of choice. 


CASES 


At this point I wish briefly to describe two 
cases. The first was during my interne days and 
was so unique that it was not easy to forget. A 
woman approximately twenty-eight years of age, 
came into the hospital with only the symptoms 
of a chronic appendix. She was of the upper 
strata of society so could have everything she de- 
sired. My chief, one of the best surgeons whom 
I have ever known, operated and removed a 
small chronic appendix and there was no other 
pathology. The following days were tragic. The 
relatives were there and consultations were fre- 
quent. The patient began to vomit slightly, the 
abdomen began to distend and the bowels became 
more constipated. The temperature rose gradu- 
ually and the abdomen became more silent until 
all the symptoms were of a peritonitis. All 
means to quiet the vomiting were exhausted. Con- 
sultants had some suggestions but of no avail, 
and the eventual came. The postmortem revealed 


into the 


the symptoms of 


where infarct 
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a thrombus in the ileocolic vein and a portion of 
the ileum was gangrenous, with a diffuse periton- 
itis. I can see the patient, a reasonably healthy 
young woman, restless, vomiting, distended abdo- 
men, nothing relieving the same, and the anxiety 
of the relatives. It certainly impressed me that a 
chronic appendix is not to be despised nor a sup- 
purating appendix to be despaired. 

The next case, a nurse thirty-two years of age, 
single, was admitted to the hospital complaining 
of pain in the right side. She had a negative 
urine, blood and Wassermann. At this time, Sep- 
tember 21, 1927, I removed her appendix and did a 
subtotal hysterectomy for a multinodular fibroid 
uterus. She was brought into the hospital almost 
four months later with avery acute abdomem which 
had its onset about fifteen minutes after she had 
eaten a ham and lettuce sandwich. Her temper- 
ature was 97 degrees upon admittance, pulse of 64, 
and respiration of 20. On the 19th of January, 
the day following the admission, I saw her for the 
first time. She was now transferred to the Sur- 
gical Service. She gave a history of nausea and 
vomiting, severe paroxysmal attacks of pain, 
though it was more or less continuous. 

The pains on admission were much more severe 
and the patient rolled in agony at the time. The 
admitting physician could not account for the 
severity of the pain, and, being in a woman, he 
feared it might be exaggerated. As I had oper- 
ated her only four months prior, and had removed 
the uterus and appendix, and there was no history 
of ulcer, I was firmly of the impression there was 
a relation to the food, even though some friends 
had partaken of the same kind of sandwich at the 
same time. Enemas were followed by a great dis- 
charge of blood, and the results of the enemas 
were not satisfactory as to flatus and feces. The 
tenesmus and also the vomiting continued. The 
patient assumed a dorsal or lateral position, with 
knees flexed, and the hands on the abdomen, in 
great pain. She had received an opiate under the 
medical care, so was not in the severe pain of the 
day previous. Her face was anxious and she 
looked haggard and tired. The heart was nega- 
tive for valvular; blood pressure of 138-70. The 
abdomen was distended and tympanitic, with a sug- 
gestion of flatness in each flank. Definite rig- 
idity existed and was of the lower abdomen, with 
possibly more on the left rectus. My impression 
was a gastro-enteritis from the sandwich. A urine 
and blood examination was suggested and this was 
later phoned to me as follows: 20,400 leucocytes 
with eighty-five per cent polys. Urine 1.026 with 
one per cent indican. The urine showed the de- 
hydration with a suggestion in the indican of small 
intestine trouble. The temperature was 99.2, pulse 
76, respiration 20, in the morning, but in the 
evening they were 99.6, 84 and 22. 

January 20th the abdomen showed more tym- 
any, with less peristalsis, and only in the upper 
abdomen was there audible peristalsis. The lower 
a\\domen was more tender and more rigid. A pel- 
vi} examination showed the cervix mobile and 
no evident tenderness in the cul-de-sac or the ad- 
nekxal regions. The evidence was not conclusive 
as/ the abdomen was too tender and rigid to al- 
isu abdominal palpation. A_ repetition of the 
nema gave blood and practically no flatus. A re- 
petition of the blood count gave 20,450 with eighty- 
six per cent polys. A special uring was examined 
for indican and showed 1.030 sp.gr. with a three 
plus indican. Temperature, pulse and respiration 
in the morning were 99, 100, and 16, and later in 
the day they were 99.6, 100, and 18. 


In view of the severe pain followed by vomiting, 
which was marked at first but less the second day, 
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continuing with nausea, together with unsatisfac- 
tory results with enemas, and the presence of 
blood, and the blood count persisting with a little 
increase, together with the marked increase in 
the indican, I made a tentative diagnosis of in- 
complete obstruction of the small intestine, prob- 
ably associated with the appendix operation: My 
reasons for the diagnosis were that appendicitis, 
salpingitis and ectopic were eliminated by the 
first operation. The paroxysmal severe pain asso- 
ciated with peristalsis, apparently, and the presence 
of indican in excess, suggested small intestinal ob- 
struction, and the blood and slight flatus made me 
modify to incomplete obstruction. 

Upon the above diagnosis I made a right rectus 
incision, removing the old scar, and believed the 
trouble would be due to adhesions from the pre- 
vious operation. On reaching the peritoneum it 
was dark, as seen in a recent ectopic rupture, and 
on entering the abdomen, free blood was present. 
It could not be ectopic and I had never seen an 
ulcer give free blood, and there were no food 
particles. I made a culture of the blood, which 
had a slight odor. On examining into the left 
pelvis I found a few recent adhesions trying to 
wall off a loop of ileum about fifteen inches long, 
absolutely black, and the endothelium losing its 
sheen and gloss. There was no evidence of bands 
nor volvulus, but the mesentery was thick and edem- 
atous, and this blackness faded into the edema 
of the normal intestine. The vessels were throm- 
bosed and it was speculative as to the extent of 
the pathology. The loop was withdrawn and ex- 
cised and the ends of the ileum sutured into the 
lower angle of the wound. Plenty of drainage 
was inserted and a wide sheet of rubber tissue 
placed to wall off the upper from the lower abdo- 
men, and the wound closed. A tube was inserted 
into the proximal and the distal loops of the 
bowel.. 

The patient went along and made an uneventful 
recovery, with an ,ileostomy wound. We used the 
distal end to give Murphy drip and thus save the 
patient from nausea incident to the need for 
excess fluids. In.about four weeks I again operated 
and did. an end to end anastomosis and the pa- 
tient had a good recovery and left the hospital 
March 14, with only slight soiling of the dressings 
due to a very small fistula, which later healed. 


As to the surgical treatment of the con- 
dition. One can never estimate the extent 
of the damage. It may have reached its 
limit or it may extend farther after the op- 
eration. There are two methods of handling 
the case. Moynihan suggests the excision 
as I did in this case, and making the enter- 
ostomy openings and using them for fluids 
and food, etcetera. Others, if possible, treat 
the loop as in a Mikulicz operation, and 
later excise the loop and have the gun- 
barrel effect, and then anastomose. It is 
usually inadvisable to anastomose at the 
time because the patient is in great shock 
and the added time is an item. Also the 
edema of the apparently normal bowel is 
great and makes the operation difficult. 


CONCLUSIONS 


Occlusion of the mesenteric artery is usu- 
ally from an embolus followed by thrombo- 
sis. In the mesenteric vein it is thrombo- 
sis from the start. 
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The lesions produced are variable from 
slight congestion to marked ulceration and 
extensive gangrene: 

1. The occlusion may be followed by 
collateral circulation either of a temporary 
or permanent nature. 


2. The occlusion may be followed by 
cessation of function, yet the life of the in- 
testine be intact. 

8. It may be an infarct with death of a 
variable amount of the small intestine. 


If we have occlusion of a branch and get 
collateral circulation, we may have slight 
abdominal pain and distension and these 
be overshadowed with a greater pathology 
and the patient survive. 

In number two, where the occlusion is in 
part only, and the function is disturbed, 
without the life of the tissues, the symp- 
toms may be those of ulcer or intermittent 
claudication. These patients in the more 
severe type have pain incident to food and 
the tetanic pains like the spasm incident to 
the anemia. Symptoms of obstruction su- 
pervene and the patient may be operated 
and no obstruction discovered. 


In the most severe type, number three, 
there is definite evidence of obstruction 
with hemorrhage from the bowels and vom- 
iting, often with blood. These gradually 
fuse with the clinical findings of peritonitis. 


This condition should be regarded as re- 
quiring surgery though a few milder cases 
have had a favorable outcome without sur- 
gery. 

DISCUSSION 


DR. O. S. FOWLER, Denver, Colo.: I wish to 
compliment Dr. Smith on his very interesting and 
lucid presentation of this condition and want to 
mention another phase of it—food poisoning in re- 
lation to mesenteric thrombosis. I saw three 
cases following eating shell fish or sea fish. It 
is my opinion that we should not eat sea fish out 
here in the middle of the continent. I have never 
visited a cannery, but iti is my impression that 
the fish are not kept in a real good condition 
from the time they are caught until they are 
shipped. Ten or twelve years ago I had occa- 
sion to go to Kansas City in the middle of the 
summer—I remember it was a hot July day. 
I got off the train and walked along the gravel 
walk and saw the freight being put on and off 
the cars. I saw there a crate of fish that was 
being shipped, one end of which had become 
broken and the fish were scattered about on the 
gravel walk. There was evidence of there having 
been a little ice on them, as there were two 
small chunks of ice left, with several hundred 
pounds of fish, When I: came down the follow- 
ing evening, I saw another similar crate of fish 
broken open and the fish scattered all around, and 
this crate also had a single chunk of ice about 
ha’f the size of the crown of one’s hat. If we are 
going to eat fish out in the middle of the. conti- 
nent, let’s eat our own products. It is certainly 


repulsive that things should be shipped from the 
eonditions. They 


Atlantic Coast under these 
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should be frozen, if shipped and brought out here. 
So I say if we must eat these fish, let us have the 
fish that are caught in our own localities. 

It is very important that certain other food 
products be pure. Dr. Smith mentioned the mat- 
ter of ham. There is something about the de. 
composition of meat that hurriedly gives a very 
severe poisoning to the body and especially to 
the intestinal blood supply. 

I want to speak further of the mesenteric venous 
thrombosis following operation. One of my Cases 
required a resection of over seven feet of the 
small bowel. This was followed by recovery. I 
had another case in which over five feet was dis- 
sected, with -recovery. Thus we see that the 
chance of recovery in operative thrombosis is 
better than in the poisoning of fish or meat pro- 
ducts. They have such severe stomach symptoms 
almost from the start that the chances for recovery 
are slight. I do not know what can be done in 
regard to the shipping of fish, but this is an ex- 
tremely important question. 

I feel that we, as doctors, suould prohibit our 
patients in the hospitals from eating fish. I have 
seen a number of cases of severe fish or food 
poisoning on Saturday mornings in the hospitals, 
so much so, in fact, that when I was associated 
with their treatment, I prohibited the giving of 
fish to patients in the hospital. I recall the case 
of an old gentleman who was ready to go home 
on a certain Saturday. The day preceding, which 
was fish day, he was given a bowl of clam chow- 
der. On Saturday morning he had a temperature 
of 106. It looked as if he would certainly die. He 
was so ill that he was forced.to remain in the 
hospital for seven weeks after the time he was 
originally ready to go home. If you will watch 
your patients in the hospitals, perhaps you will 
find that you have more enteritis cases on Sat- 
urday than any other day in the week. These fish 
poisonings are extremely hard to recover from: 
the patients are ill for a long time and it is 
quite a serious thing to cure. 

DR. F. H. CRAIL, E. Las Vegas, N.M.: I was 
certainly much interested in Dr. Smith’s paper 
because it has been my misfortune to have two 
cases of mesenteric thrombosis, both of which 
died. One of them occurred in the first portion 
of the duodenum and jejunum; the other in the 
ascending colon and part of the transverse colon. 

In the first case the patient was sick primarily 
with what was called “la grippe,” followed by 
sinus infection, and was then taken suddenly ill 
with acute abdominal pain and vomiting. The 
first vomiting was perfectly clear, but later the 
vomitus became wine colored and continued so 
up to the time of death. The bowels were moved 
a number of times with enemas in the early stages 
of the disease. The patient was not operated upon 
and lived only five or six days. Autopsy showed 
complete gangrene of the abdomen, going about 
two and a half inches beyond the bowels and ex- 
tending down the duodenum seven or eight inches. 
The wine-colored vomiting impressed me _ very 
greatly and later on I saw another patient who 
had the same kind of vomiting and I made a diag- 
nosis of mesenteric thrombosis, but, on operation, 
he had a large gallstone which had lodged in the 
duodenum. There was a good deal of scraping of 
the interior of the bowel so that, as the con- 
tents regurgitated into the stomach, they became 
wine-colored. This condition was entirely differ- 
ent, but the symptoms were somewhat similar. 

The other case of mesenteric thrombosis was 
that of an elderly man. I knew that he had had 
@ regurgitant murmur for many years. He was 
taken sick after eating a light supper, with what 
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was thought to be acute indigestion. The physi- 
cian who saw him first said that he had no fever, 
normal pulse and principal complaint was colicky 
pains. I saw him on the third day. By that 
time, while he was vomiting, the bowel move- 
ments were light, but dark, ill-smelling material 
came with every enema. He had subnormal tem- 
perature from the beginning and I suspected it 
might be a case of mesenteric thrombosis. On 
opening the abdomen, gangrene in the internal 
ileum was so extensive that it was impossible to 
remove the gangrenous area. He died within two 
days. The symptoms were very different in this 


case. 

DR. WILBURN SMITH (closing): I want to em- 
phasize what Dr. Fowler has said in regard to fish 
poisoning. One case I remember very well. A 
young man, age 32, nurse, negative as far as kid- 
neys were concerned, Wassermann negative, no 
evidence of vascular degeneration, therefore no 
possible cause for embolus. It finally leaked out 
that some friends of his who had eaten certain 
sandwiches at a picnic or party they attended 
had been ill and, as he had partaken freely of these 
sandwiches, undoubtedly his trouble was due to 
this source. 

In regard to the extent of the gangrene, a sur- 
geon in a London hospital had a patient come in 
in extreme shock—an old woman. Complete 
blocking was found, with gangrene from the duo- 
denum, the cecum and the ascending colon. 

I want to emphasize the fact that there are three 
types of cases where other pathology completely 
enshrouds the impending pathology: 

1. In cardiac difficulties, with mitral aortic 
valve disease and thrombi in the heart, together 
with femoral thrombosis, or a severe mesenteric 
thrombosis. 

2. Those cases in which there are intense ob- 
structional symptoms, where the vomiting persists 
and yet you do not get the hematemesis, and neith- 
er do you at that stage get the blood in the stools, 
so you operate for intestinal obstruction. 

3. Vomiting continually and the passage of 
blood implies the question of severe infarct or 
blocking. of mesenteric vessels, producing obstruc- 
tion. 

These are the three types of cases we have to 
consider. In the treatment I cannot help but em- 
phasize the fact to get in and get out quickly; do 
just as little as you have to do. You do not know, 
after you have dissected. whether the gangrene is 
going to go on and the thrombus continue. 





SOME FUNCTIONAL DISTURBANCES 
OF OTHER ORGANS REFERABLE 
TO GALL-BLADDER 


CRUM EPLER, M.D. 
Pueblo, Colo. 


(Read before the New Mexico Medical Society, 
at its Forty-sixth Annual Meeting, Albuquerque, 
N.M., May 10-12, 1928). 

Six years ago, I appeared before your 
Society and discussed a paper upon the sub- 
ject “Operation of Election in Cholecysti- 
tis,” suggestine some technic at that time, 
which now is in general use. 

Today, I desire to call attention to some 
of the symptomatic disturbances of other 
organs, wherein the true pathology is lo- 
cated in the gall-bladder. Ye 

It will not be my purpose to enter into 
discussion of the etiology, nor the methods 
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of cystic infection, other than to say that 
each of the several methods of infection 
has sufficient authoritative proof to make 
it tenable, and, personally, I will grant that 
the organ may become diseased by one or 
more infectious routes or causes. 


I shall not enter into a discussion of the 
treatment of cholecystitis, for the reason 
that I believe that a gall-bladder, once dis- 
eased, never again returns to its full nor- 
mal function, and it is only a matter of 
time until the cure will be brought about 
through surgical procedure. I shall exhibit 
some specimens of varieties of gall-bladders 
preserved in normal colors from the living 
subjects, and permit you to judge for your- 
selves if a cure could have been brought 
about by medication. 

It wiuld be presumptuous upon my part 
if I attempted to suggest any symptoms 
new to you all, but I do hope I will be able 
to refresh your thoughts. In this you will 
recognize some of the suggestions of other 
writers, but, as this is a personal paper with 
exhibits, I shall refrain from mentioning 
an extended bibliogravhy. 

However, I desire to mention briefly, in 
a very general way, that the neighborhood 
of the -all-bladder and ducts, the under- 
surface of the liver and pylorus, possesses 
a wealth of symnathetic nerves, not ex- 
celled elsewhere. These nerves are not con- 
fined to the above mentioned region alone, 
but spread less denselv all over the abdo- 
men. At the root of the liver and common 
Auct is the localitv from which the whole 
abdominal sympathetic system is controlled: 
accordingly, anvthine that interferes with 
that innervation will interfere with the 
whole group of organs. The vagus nerve 
also supplies the liver. Reference to diffi- 
cenit respiration will be spoken of later in 
symptomotologv of cholecvstitis. This symp- 
tom is not common in other pathologically 
involved organs of the abdomen. 

It has been but a decade ago that a char- 
acteristically severe paroxysmal fortnightlv 
pain in the upner abdomen, associated with 
vom‘ting and shock, made the diagnosis of 
cholecystitis obvious. This svndrome is not 
to be overlooked, as it is almost pathogno- 
monic of certain tvpes; vet the fact is not 
to be overlooked, either, that this picture 
diagnosed but a very small per cent of the 
cases of cholecvstitis, because it is present 
in only a few of the many who suffer from 
the disease. It will be uron this basis that 
I shall discuss allied and obscure symptoms 
in individuals whose real pathology is to 
be found in the gall-bladder. 

From the standpoint of the clinical path- 
ologist, there are about a dozen divisions of 
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pathological gall-bladders, yet from the sur- 
geon’s standpoint, there are really but two, 
namely, the acute and the chronic. 


By all methods extant, the diagnosis of 
cholecystitis is correct in about eighty per 
cent of the cases, but before operation it is 
impossible to determine the type of disease 
present. Cholesterosis is one of the most 
common conditions found, varying in degree 
from the acute catarrhal to acute exacerba- 
tions of the old chronics. 

I especially desire to invite your atten- 
tion to gastric symptoms that are reflexes 
from the diseased gall-bladder. Many pa- 
tients present themselves to the surgeon 
with a vague lot of symptoms of gastric 
appearance. It is common occurrence that 
patients will come in with a long line of 
symptoms of the chronic dyspeptic—this 
word I use with apologies, but it covers a 
multitude of gastric disturbances that in 
the past have been classed as “stomach 
disorders.” In fact, the stomach has long 
suffered as the loud speaker for other dis- 
eased organs. The stomach is subject to 
comparatively few organic disorders, and 
when vou exclude ulcer; tuberculosis, can- 
cer and syphilis, vou have a fairly clear 
field for the consideration of all other gas- 
tric disturbances as functional. Deaver has 
said: pain relieved temvorarilv by food, to 
begin again soon and last until the next in- 
gestion—duodenal ulcer; pain exaggerated 
by the taking of food and lasting until the 
stomach is empty—rastric ulcer. These 
statements must not be taken literally as 
pathognomonic, but constitute a good rule 
to bear in mind as a pointer in furthering 
vour investigations. We must not too has- 
tilv conclude upon such symptoms, because 
it has been asserted that, in cases operated 
for duodenal ulcer, forty per cent have been 
found at operation to be cases of cholecys- 
titis. In my own practice, I have found 
that the percentage was not so high, and 
I feel that many of these diagnoses were 
made either before, or without. the apvlica- 
tion of all our modern diagnostic methods. 

A gastric syndrome, of early satiety, 
feeling that the stomach was overloaded 
soon after the beginning of the meal; the 
presence of a distress rather than a pain; 


eructations of gas; fulness along the sub-- 


costal girdle, so great that the pressure of 
the clothing causes pain; a cardiac distress 
with difficulty in respiration; a sudden un- 
accountable nausea and faintness, which 
mav cause the patient to leave the table; 
later, the belching of much gas; heart burn; 
water brash, and sometimes the spitting up 
of small particles of food, forms one of the 
most common pictures in which the gall- 
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bladder is to be suspected. Furthermore, 
the patient will tell you that this condition 
has lasted for many years, sometimes al- 
most disappearing, oniy to return again; 
and each succeeding attack is worse than 
those before. As time goes on and the gall- 
bladder becomes more chronic, the gastric 
function becomes more involved, and the pa- 
tient then gives a history of a recent rapid 
loss of flesh. These cases are nearly all 
asthmatic from the beginning; they are 
nearly all constipated, with occasional diar- 
rhea, but few give histories of jaundice, or 
skin color changes. though the patient may 
be mildly ichteric at the time. The loss of 
flesh can. usually be traced to the absti 
nence from food and, frequently, to a very 
small water intake. When questioned as to 
why they do not take more food, the answer 
is universal: “It does not agree with me.” 
You will then determine by questioning— 
one of the most important answers bearing 
upon gall-bladder diagnosis—that these 
cases have refrained from eating heavy pro- 
teins, fresh pork, boiled cabbage, and so 
forth. I believe that these cases have more 
frequently ceased to eat cabbage than any 
other article of diet, and to me it has been 
a key symptom in a great many difficult 
cases of diagnosis. 


As to methods of diagnosis, allow me to 
insist upon a very carefully taken history. 
Do not be content with a vague or evasive 
answer to a question, but put it, over and 
over again, until you get a history that 
upon analysis will give some sort of a clin- 
ical picture, and then, by the divers meth- 
ods at hand, either prove or disprove your 
suspicions. 

In obscure cases, the very chronicity of 
symptoms should arouse suspicion. One can- 
not, from symptoms alone, predict the an- 
atomic classification revealed at the time 
of operation. The gall-bladder may. be 
packed with calculi, with only a previous 
gastric syndrome; it may be a thin-walled 
gall-bladder of the hydrops-fillae class; it 
may be a thickened walled organ, having 
engrafted upon it an acute infection known 
as cholesterosis; it may be an atrophic blad- 
der of either the atonic or hypertonic type; 
it may be one of many other classifications, 
or it may appear macroscopically normal. 
There may be disease in the wall that is 
not discernible by the ordinary methods of 
inspection and palpation, but, whether dem- 
onstrable or not, the biliary system has not 
functioned properly; therefore, we must 
consider diseased gall-bladders not only 
from the organic but from the functional 
incapacity. 

The physical findings are not always be- 
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set with many illuminating facts; the sub- 
jective symptom of pain upon pressure in 
the region of the gall-bladder does not al- 
ways mean that the organ is diseased. This 
palpation should be made with thumbs of 
the two hands on opposite sides and, as pain 
is only a relative matter, the characteristics 
of the individual must be considered. The 
high right rectus rigidity, either with or 
without the complaint of pain, should not 
be taken too seriously, but should be differ- 
entiated from a «as-filled hepatic flexure 
of the colon, and the rigidity occasioned by 
other peritoneal irrigations. 


DIFFERENTIAL DIAGNOSIS 


We must differentiate from all the kid- 
ney involvements, particularly of the right 
side, such as renal colic, the twisting of 
floating kidney, pvelitis and Dietl’s crisis, 
the ap»vendix, epigastric hernia, visceropto- 
sis, acute vancreatitis; from angina pecto- 
ris, acute involvement of the coverings of 
the heart, pneumonia and pleurisy, tabetic 
gastric crises. peptic ulcer, plumbism, zos- 
ter, and even ptomain poisoning. 


Hastilv, I will invite your attention to a 
few of the svmptoms in an effort to clarify 
the picture of these things, other than chol- 
ecvstitis, that might be considered. 

In the renal colics, the pain usually be- 
eins in the loin and radiates down into the 
genitalia: there is a disturbance of the 
urination, with blood. The twisting of a 
floating ptosed kidney may closely simulate 
hiliary colic: but the pain, while at times 
as severe, is more steady and less inter- 
mittent in character. Pyelitis also simu- 
‘ates gall-bladder colic, but has associated a 
urinary disturbance. with pus; vomiting is 
infrequent; the leukocvtosis is high and 
fever present; to establish these facts be- 
vond the peradventure of doubt, the urolo- 
gist and laboratory should be employed. 
The evigastvic hernias or enrinloceles, oc- 
casionally give a set of acute pains similar 
to the pain of cholecystitis, and are nearly 
always causing some gastric disturbance by 
virtue of a generous common sympathetic 
~ervous supply. These hernias can be pal- 
pated if the patient is put in a proper po- 
sition. 

Glenard’s disease, or severe visceroptosis, 
frequently causes pain in or about the bil- 
iary region, due to traction and _pyloro- 
spasm, with all the incident gastric svmp- 
toms due to a tonic pylorus; the roentgen 
ray should be employed as a diagnostic 
method in a full gastrointestinal examina- 
tion with the opaque meal. 


Acute pancreatitis, which, in itself, is 


_ frequently a sequela of gall-bladder disease, 
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may simulate cholecystitis, but the pain is 
very much more severe and persistent, is 
located higher, being well up in the epigas- 
trium, with a fulness and tenderness ex- 


tending toward the left side. The patient 
is much more shocked, presenting a pecu- 
liar cyanotic appearance not recognized in 
other diseases. About the only laboratory 
technic of value is the finding of a higher 
leukocytosis, a temperature (after the first 
onset) and the stool examination for fats. 


Angina pectoris presents a picture that 
one would not suspect, upon first thought, 
to have any overlapping symptoms with the 
gall-bladder, but the pain is in the epigas- 
trium, and frequently radiates to the back, 
and may be accompanied by nausea or vom- 
iting; the shock is greater. One very im- 
portant point is that the blood pressure 
suddenly becomes verv low; the patient af- 
flicted is usually older than gall-bladder 
cases. 


Pleurisv and nneumonia are known to 
present symptoms in the abdomen, esp-- 
cially like apnendicitis and diaphragmatic 
involvement,* causing an acute pain upon 
respiration: and in this connection a jaun- 
dice may follow the onset of these attacks, 
which might cause one to believe that there 
was some involvement of the biliary tracts. 
The best differential method is to wait a 
few hours and treat your patient svmnto- 
maticallv. and ‘f it is pneumonia the dis- 
ease will be obvious. 


The tabetic chrisis has misled many a sur- 
geon to open the abdomen for cholecystitis, 
much to his chagrin when he later finds the 
knee-jerk absent and the Argyll Robertson 
pupil present. and the Wassermann reac- 
tion positive. The symptoms are more se- 
vere. last lonver, and are but little influ- 
enced by treatment; the differential should 
not be considered onerous. 


The peptic ulcers are very misleading un- 
less the modern laboratory methods of di- 
agnosis are used, and for the more than oc- 
casional mistake there is no legitimate ex- 
cuse. 


Plumbism presents suddenly a syndrome 
that is very much like some gall-bladder at- 
tacks. Three diagnostic procedures are par- 
amount: the history, the gums and the red 
blood-cell examination. 


Herpes zoster is infrequent, but some- 
times presents a neuritis, and, according to 
its habits, follows closely the course of the 
intercostals. Sometimes, before the erup- 
tion, one might be misled, believing that a 
mild acute choleystitis was imminent, but 
if such is your suspicion, before you con- 
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vince yourself definitely, the eruption will 
have appeared. 

' Ptomain poisoning has had a fairly free 
cause, as a condition caused by the inges- 
tion of bad foods or lead or tin oxides, and, 
while this condition does frequently resem- 
ble gall-bladder trouble, it is attended with 
diarrhea, very great prostration, thirst and 
a set of shock symptoms that are not very 
difficult. to demonstrate as different from 
cholecystitis. 

This brings us to the fact that the ap- 
pendix, when diseased, sometimes causes a 
high right rectus rigidity, and to the fur- 
ther fact that there are cases in which 
physical findings cannot differentiate be- 
tween appendix and gall-bladder without 
operative procedure. These appendices are 
usually retrocolic and high up; the pain is, 
however, usually lower, with more lower 
right rectus rigidity, and flank pain upon 
pressure. The leukocytes are higher; the 
history is of great importance. 

As to the palpation of the gall-bladder, 


this can be done more frequently than here- 
tofore believed, but must also be differen- 
tiated from floating kidney, hypernephro- 
ma, carcinoma of the colon and masses in 
the lumen of the henatic flexure of the 
gut. One point in palpation, and that is 
that the vall-bladder will always be lower 
than normal, due to the lowering of the free 
margin of the congested liver. The fun- 
dus will feel larger and dwindle small until 
it gets from under the finger as it recedes 
beneath the liver margin. The most diffi- 
cult differential when the gall-bladder is 
palvable, is the ptosed kidney. It has been 
within a month that a case was referred to 
my urological associate, Dr. H. T. Low, and 
he: diagnosed and demonstrated by pyelo- 
gram that it was a hydronevhrotic ptosed 
kidney. I could palpate a gall-bladder. The 
evstoeram without dye proved it to be a 
case of cholelithiasis. Both were present in 
this case. Hematogenous jaundice is a 
physical symptom that is of but small mo- 
ment and. in certain cases, difficult of rec- 
ognition, though in these chronic gall-blad- 
der-cases there are skin changes always 
present to some degree; the laboratory 
should be used to determine pigments. 

To refer again to the gastric symptoms: 
After a very careful history has been taken 
it will be necessary to institute laboratory 
methods, and the first will be either the 
Ewald meal, or the fractional test. One 
thing of great value that is determined by 
this procedure is the HCl content. It may 
be normal, hypo- or hyperacid. The normal 
is not very usual in chronic cholecystitis. 
The hypoacid stomach is very common and 





- mentioned above. 
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is usually found in asthenics, who give a 
long history of gastric disturbance and 
maintain a rapid emptying stomach with a 
patent pylorus. This class compose sixty 
per cent of the acid-disturbance gall-blad- 
der cases, and usually have old chronic atro- 
phic bladders that seldom contain stones. 
The hyperacid cases are usually found in 
the robust, who have had more or less re- 
cent acute, though not very distressing, at- 
tacks of stomach symptoms, gradually in- 
creasing in severity until vomiting occurs; 
rapid loss of flesh. These cases possess 
tonic pylorospasms, with long retention of 
food, and have acute gall-bladders engraft- 
ed upon chronic bases, and frequently con- 
taining stones. The blood count is very 
important in all these cases: the leukocy- 
tes are not high; the differential is not of- 
ten over fifteen per cent increase, but the 
platelet count, as a differential in the an- 
acid cases, is of paramount importance in 
excluding pernicious anemia. The blood 
count is not, in itself, so important, except 
in its persistent low percentage, which is 
to be taken as significant. 

The van den Burg liver function test, 
is all-important in determining the bilirubin 
content of the blood, and is significant in 
the study of patients with jaundice. 

The duodenal tube should always be used 
as a diagnostic method, if for no other rea- 
son than to determine if any concentrated 
bile is being poured into the small intes- 
tine. But it yields other valuable informa- 
tion in connection with the microscopic ex- 
amination of the bile obtained: Cholesterol 
crystals suggest gall-stones, while pus sug- 
gests infection, and so forth. As a thera- 
peutic measure, it is of value in cholecys- 
titis as follows: Should there be no bile 
from the gall-bladder, the test should be in- 
stituted again, because some authorities 
claim that frequently an occluded cystic 
duct, due to recent catarrhal involvement, 
will become patent by the repeated use of 
the magnesium sulphate in the duodenum. 

As to the use of the roentgen ray: This 
method with the barium gastric meal shows 
two main types of stomach. The first will 
be the atonic, with but little motility and 
less tone, with rapid emptying, with con- 
stant dissimilar defects of the caput duode- 
nalis. Frequently we may feel that there 
is an old duodenal ulcer scar causing the 
pyloric patency; this is usually dispelled by 
the absence of a constant filling defect. 
These cases are mostly the an-acid ones 
The second type is the 
one in which the motility for a short time 
is hyperactive, with deep systolic waves, a 
vigorous tone, and but little emptying, 


showing an unfilled cap‘of inconsistent con- 
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tour. This condition of gastric gymnas- 
tics soon ceases, and the content of the 
stomach lies and ferments behind a tonic 
pyloric spasm, sooner or later to be ejected 
through the mouth. Water is treated the 
same as food in the more severe cases. 
These cases are the gall-bladders in some 
stage of acuteness engrafted upon an old 
chronic base, are hyperacid, and usually 
have stones. 
CHOLECYSTOGRAPHY 

No auxiliary diagnostic method has tak- 
en root so quickly as the Graham-Cole meth- 
od of cholecystography. This is partly due 
to the heretofore few outstanding physical 
signs in gall-bladder disease, and, further, 
to the fact that it has caused the visualiza- 
tion. of an organ by roentgen methods, to 
which few before credited any great amount 
of diagnostic acumen. Some diagnosticians 
have made great claim for this method, and 
I will grant it is of great significance: as 
time and interpretation proceed, this meth- 
od will find its place as one of great help- 
fulness and benefit, though shorn, to some 
degree, of the values claimed by the over- 
sanguine. 


As a basis for consideration of the im- 
portant diagnostic features of the cholecys- 
togram, let us first make a picture of the 
normal. The dye, whether given by mouth 
or intravenously, finds its way to the cir- 
culation, is collected by the liver and passes 
into the bile ducts. Some of it will enter the 
gall-bladder, there to be concentrated, and 
it is easily visualized on the x-ray film. 
The gall-bladder, in turn, will empty within 
certain time limits, depending upon the hab- 
itus of the patient and his contact with 
foods, especially fats. This is termed the 
negative picture. 

The positive roentgenogram, while it 
is obtained in the same way, is an entirely 
different picture. Its interpretation con- 
sists of the following: A failure of the vis- 
ualization; a partial and imperfect visuali- 
zation; a delayed filling and emptying. 

In considering these, a failure of visual- 
ization is suggestive of interference with 
cystic duct, such as complete obstruction, 
either acute or chronic, or a gall-bladder 
whose content will not permit any bile to 
pass into it, being filled with stones, gall- 
bladder mud, already filled with bile, or oth- 
er substance. 

A partial visualization would indicate a 
chronic gall-bladder, either not functioning 
in its effort to concentrate the bile, or mot- 
tled as one containing stones. In this case, 
bile is entering the viscus, at least in part. 
The imperfect visualization indicates the 
inability of the gall-bladder to concentrate 


the bile and dye; or, if it be irregular in 
contour, we suspect other things, such as 
adhesions, pressure from without, or malig- 
nancy. 

The delayed filling and emptying indi- 
cates the possibility of adhesions, or partial- 
ly obstructed cystic duct, or extraneous 
mechanical interference with the organ. In 
this last condition such outside interference 
is nearly always of the inflammatory na- 
ture due to a previous infection of the gall- 
bladder. 


All of these positive findings are infer- 
entially diseased organs, though they nat- 
urally vary considerably in degree. 


SUMMARY 

1. Cholecystitis is a very common dis- 
ease, manifested by symptoms in other or- 
gans, especially the stomach. 

2. A long and persistent gastric syn- 
drome especially free from acute pain asso- 
ciated with the taking of food, warrants a 
thorough gall-bladder investigation. 


3. The Ewald meal, the duodenal tube 
and the cholecystogram are indispensable 
methods of diagnosis. 

4. The history is paramount, and, to- 
gether with phvsical examination and other 
Jaboratory methods, is of the greatest im- 
portance. 


DISCUSSION 


DR. C. V. BRINDLEY, Temple, Texas (opening): 
I want to emphasize one point made by Dr. Epler. 
He several times mentioned the importance of 
history. I am a very strong believer in a detailed 
history, because I think a detailed history is most 
imnortant to diagnosis and also the most import- 
ent thing in determining what advice the patient 
should have—whether it is a surgical gall-bladder 
or should be handled by medical measures. 

About a year ago I made an analysis of the his- 
tory of two hundred gall-bladder cases with this 
particular point in view, that almost all gall- 
bladder disease is a sequence of some other in- 
fection, and I believe that, by going far back into 
the history, it will help you greatly to cinch the 
diagnosis. You will often find that, during a 
pregnancy, or shortly following a pregnancy, we 
have the first symptoms; often the history shows 
an attack of flu, with spells of colic. In analyzing 
these cases, we find very few persons who did 
not have history of rather severe respiratory in- 
fection—tonsillitis, flu or pneumonia—or pregnan- 
ay. We believe pregnancy has a very direct re- 
lationship, as, out of a series of one hundred cases, 
twenty were men, and eighty women. Of the 
eighty women, sixty-five were mothers, and forty- 
nine of the mothers had stones, emphasizing the 
fact that pregnancy has a great deal to do with 
gall-bladder etiology and also with the severity 
of the disease. I believe going far back into the 
history will help vs in arriving at the diagnosis. 

DR. O. S. FOWLER, Denver, Colo.: I want to 
discuss Dr. Epler’s paper especially with regard 
to differentiating between the gall-bladder and 
the kidneys. [I do not know whether I properly 
understood Dr. Epler to say that the pain in the 
kidney is more constant than in the gall-bladder. 
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I think that I differ a little on this point. I think 
the pain in the kidney will be severe while the 
kidney is out of position, but when the patient 
lies down on his back, or has the foot of the bed 
elevated, the kidney pain is much more apt to 
clear up than that in the gall-bladder. The gall- 
bladder usually gives pain if something occurs to 
give an obstruction severe enough to give pain; 
then that obstruction probably will remain for 
some days. There are a good many things that 
can give a pretty complete obstruction of the kid- 
neys that can be relieved by change of posture of 
the individual. If a patient has been ill for three 
or four days and you are at sea between the kid- 
ney and gall-bladder, the probabilities are it is the 
gall-bladder, except certain diseases of the kidney, 
as-in a complete .blocking, where you would have 
a large or multiple abscess of the kidney; then 
there would be very little difficulty in differen- 
tiating between kidney. and gall-bladder: To me, 
the, kidney gives, in its emptying functions, the 
most distinct set of symptoms of anything I know 
of, and I wish to further emphasize what Dr. 
Brindley has said about a careful history. If you 
will let the patient tell his history as to how the 
pain comes on, what he does to bring it on, and, 
further, ‘what ‘he does to get relief, it will give 
a most distinct picture. A patient will give a 
history of pain coming on from certain activities, 
and usually that involves two or three definite 
things. If the pain comes on from jolting in au- 
tomobile riding, in walking down the street. or 
stepping off the curb, or from horseback riding, 
or standing up in a wagon, or any heavy work, it 
is nearly always due to the kidneys, and especial- 
ly. if the pain lets up within a few hours or days, 
without the development. of a serious condition. 
The gall-bladder, in my observation, has not been 
nearly so apt to clear up quickly. In the cases of 
marked pathology, such as Dr. Epler is showing, 
I think there can be no question of taking out 
the gall-bladder. The question arises in the bor- 
derline cases. I think we are going through a 
wave, right now, of cholecystectomy. The border- 
line cases certainly do not have such definite, 
positive findings. You may recall the article by 
Murphy, about 1908, where he reported one thou- 
sand cases of gall-stones removed without recur- 
rence of the stones. I do not know whether he 
had a period of following them up completely or 
not, but at any rate, a man of Murphy’s standing 
published this article. I dare say if a man came 
across one thousand cases today, they would not 
recur 4s we would have taken out all of them. 

The stomach is a loud speaker and it has to do 
the talking for everything between the dia- 
phragm and the external. It may be treated along 
for years with various diagnoses of stomach dif- 
ficulty, when there is a very definite lesion some- 
where in the abdomen and that lesion canbe in 
practically any organ of the abdomen. 

I think Dr. Epler is to be complimented on his 
* geaeag and the way in which they are mount- 
ed. 

DR. CRUM EPLER (closing): I thank you for 
the discussion. In regard to the kidney pain Dr. 
Fowler spoke about, time and again I have seen 
people with renal colic who had been advised to 
lay a chair down on the floor, put the head on 
the chair and roll the body around on the floor, 
in an effort to get relief. Many of these particu- 
lar types did get relief, but what I meant was the 
eases with persistent, continuous pain. These dis- 


placed kidneys cause pain until the patient moves 
so the kidney gets back in the place where it be- 
longs. 

I hope you will all examine the case of specimens 
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on exhibit. They are mounted in glycerine and 
the outside cover cases are glued on by balsam, 
but, due to the fact that the cover glasses will 
not lie flat on the other glass, we put the balsam 
on and then put sealing wax over it as a rein- 
forcement. This ‘s all done prior to the injection 
of the glycerine, which is done with a large syr- 
inge, with small hypodermic needle. Some one 
asked why we used red sealing wax. There is no 
significance in tha‘—we used red_ sealing wax 
simply because that happened to be the color we 
had in stock. 


EPIDEMIC POLIOMYELITIS—A REPORT 
OF CASES 


M. C. FRONSKE, M. D. 
Flagstaff, Ariz. 


(Read before the thirty-seventh annual meeting of 
the Arizona State Medical Association held at Tuc- 
son, Ariz., April 19-21, 1928.) 

The year 1927 was characterized by an 
epidemic of poliomvelitis more or less gen- 
eral over the United States. There were 
more cases reported througtout the country 
than in any one year since 1916. Compara- 
tive figures, according to the United States 
Bureau of Public Health, show forty-one per 
100,000 in 1916 and eight per 100,000 in 
1927. 


In Arizona, the official figures show sev- 
enty-six cases actuallv reported. Of this 
number, nine were in Coconino county. Five 
of these constitute the basis of a report 
which your chairman asked me to make of 
an outbreak which occurred in Flagstaff. 


May I continue to beg your indulgence 
for avain referring to the United States 
Public Health and state records for com- 
parative facts? The peak of the epidemic 
was during September, both for the United 
States and for our own state, and more than 
half of all cases revorted in Coconino coun- 
tv were d:ring the same month. 


It is not the intention of this paver to go 
into an elaborate studv of infantile paraly- 
sis. Most of you vrohably had ample incen- 
tive to refresh your memories during the 
past year. Rather, it is my object to report 
in a general manner the symptoms and 
course of this group of cases. The interest 
in these cases comes from the fact that 
they were a consecutive number of the rath- 
er rare and very severe type of the disease. 
May I bring to your attention, then, some 
of the outstanding features of the cases ob- 
served bv my colleagues and myself during 
the tragic two weeks that they occurred? 

Let me consider first the age incidence. 
Two cases were between twenty-six and thir- 
ty years; the others were fourteen, thirteen 
and eight years of age. Not one in infancy. 
An interesting point in regard to the two 
oldest ones is that they were cousins and 
the brother of one of them had had infan- 
tile paralysis about seven or eight years ago 
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at the age of sixteen years, with final paraly- 
sis of the left arm. As I recall, these cousins 
had not been together for two weeks pre- 
vious to their illness. They began and de- 
veloped simultaneously and died within a 
-few hours of each other. The youngest of 
the series took sick about six days after his 
return from California and contact here was 
not traceable to any of the local cases. This 
was the last case. 

The two girls of thirteen and fourteen 
years were students in different schools 
and had not been in contact directly or in- 
directly. They began within a day and ran 
parallel courses. 


The symptomatology in all cases was 
very similar. They began with malaise and 
headache and, in the younger ones, per- 
sistent vomiting. The temperature was high, 
102 to 104 devrees, and quite constant. The 
pulse rate at first was very ravid, between 
120 and 150, slowed down to 100 or a little 
slower until] several hours before death, 
when it again became very rapid and 
threadv. One case complained earlv of vain 
in the left ear and hoarseness and cvanosis 
in the same case were so extreme that divh- 
theria antitoxin was given because it so re- 
sembled Jarvngeal divhtheria. 

The disturbances of resviration were the 
most pronounced svmptoms obiectively and 
subiectivelv. The resnirations were slow, 
shallow and verv irregular. They all com- 
vlained of dvsonea. Cvanosis was extreme. 
In one case, breathing ceased entirelv for 
neriods of minutes and artificial resviration 
had to he resorted to repeatedlv. In every 
case. towards the end breathing became 
sighing in character and there was a ten- 
dencv to vawn. The sensorium was clear 
until near the end. One case terminated bv 
sudden rovring out of about a quart of 
foamv sero-sanguinons fluid from the lungs 
within a period of fifteen minutes. Another 
stooved breathine snddenlv during a period 
of apparent rel’ef from the severe respira- 
torv strain under which she had labored. 
Death in the four fatal cases came as a re- 
sult of respiratorv paralysis. There was 
some rigiditv of the neck and all cases de- 
veloped oculo-motor naralvsis as manifested 
by strabismus and double vision. There was 
no paralysis of extremities in any of the 
cases. 


Blood counts made in two showed a 
leucocytosis of 15,000, whereas the spinal 
fluid cell count in the recovered case was 
500 per cubic millimeter. 

Treatment was symptomatic in the first 
four cases, all fatal, as we were unable to 
secure any serum. 

The last case, the eight-year-old boy, was 


561 





given fifteen cubic centimeters of poliomye- 
litis serum, Rosenau, the very first day of 
sickness as manifested by fever and neck 
stiffness. The condition became progressive- 
ly worse and the second day a similar dose 
was given. His condition continued to get 
worse. His temperature was 104 degrees, 
his pulse 150, and he was at the point where 
it seemed hopeless. At this stage ten cubic 
centimeters of spinal fluid was removed and 
thirty cubic centimeters of human immune 
serum was given intramuscularly. In a few 
hours his temperature started to drop, his 
pulse became slower and his eyes started to 
straighten. Twelve hours later another sixty 
cubic centimeters of human serum was giv- 
en and his convalescence was very rapid. In 
three or four days’ time he was back to nor- 
mal. His-recovery was complete. There was 
no paralysis. This case was seen with Dr. 
Manning and we are at a loss to know what 
changed the tide. To all appearances he was 
within an hour of death as compared with 
the fatal cases. Was it relief of pressure by 
removal of spinal fluid, or the use of the 
antitoxin, or both? Observers who have seen 
manv cases revort recoveries of apparently 
hopeless cases without any treatment be- 
fore the use of antitoxin in this disease. 


Thus ended, as suddenly as it began, this 
enidemic of cases in Flagstaff. 

When the cases were diagnosed the ques- 
tion of closing the schools was very serious- 
lv considered by the county health officer, 
Dr. Manning, and, after advising with Dr. 
Fahlen. the superintendent of the Arizona 
State Board of Health, and conference with 
the countv medical society, it was decided 
to discontinue schools and await develop- 
ments. The schools. were closed for one 
month, this period extending about two 
weeks after the recovery of the last case. 
Whether or not this had any influence in 
controlling the situation is doubtful, but it 
was felt to be the safest and the wisest pro- 
cedure at the time. When we consider that, 
in every case, children from infancy to ado- 
lescence were numerously exposed to these 
fatal cases, we cannot help but feel that 
there are some unknown factors in the 
transmission of the disease. 

In conclusion, I wish to express to Dr. 
G. F. Manning of Flagstaff and to the other 
physicians of the community, my thanks 
for their help in preparing this report, and 
to Dr. E. Payne Palmer of Phoenix for his 
individual aid in clearing the diagnosis of 
the first case. Also I wish to thank Dr. 
Carlson of Jerome for his prompt coopera- 
tion in sending to us the human immune 
serum, which we feel may have had a very 
important bearing in the outcome of the last 


case. 
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THE TUBERCULOSIS HANDICAP 


I. D. LOEWY, M. D. 
Whipple, Arizona. 

(Read before the Thirty-Seventh Annual Meeting 
of the Arizona State Medical Association, at Tuc- 
son, Ariz., April 19-21, 1928). 

The return of a tuberculosis patient to a 
proper economic and social status after 
treatment and training in an institution, or 
his home, is of vital importance to him, his 
family, and the community. If those who 
have secured an arrest of their lung disease 
encounter many difficulties, what chances 
has a still active, or, preferably expressed, 
quiescent tuberculosis patient of indefinite 
curability, of readjusting himself into a re- 
munerative and useful life? 

The ways and means of rehabilitating a 
patient with arrested tuberculosis have 
been worked out to a reasonably satisfac- 
tory degree. Rehabilitation begins in the in- 
stitution, with graduated exercise, suitable 
instruction, and a work tryout before be- 
ing discharged, followed by proper place- 
ment, under continued medical supervis- 
ion. 

Dr. Edward T. Shields, Medical Field Sec- 
retary of the National Tuberculosis Asso- 
ciation, states: “The rehabilitation of the 
tuberculosis patient is essentially a medical 
problem, but special qualifications and train- 
ing are demanded of the physician who 
would be successful in this work—he should 
have a contagious optimism combined with 
good judgment that will safeguard the pa- 
tient in his efforts to come back.” 

There are three major obstacles which 
prevent more widespread efforts on the part 
of all concerned in obtaining an industrial 
placement of tuberculosis patients. 

The first of these is phthisiophobia and 
is usually the greatest obstacle of all and 
the most difficult and expensive to over- 
come. It cannot be overcome except by ed- 
ucation in an ever-increasing scope and vol- 
ume. 

The second is fear of reactivation on the 
patient’s part. This is to be overcome by 
periodic examinations and a proper medical 
supervision of his work. 

The third is securing suitable work. This 
is to be obtained by co-operation of all the 
agencies interested, to the end that a more 
humane viewpoint on the part of employers 
of labor may be secured. 

It is not our purpose to dwell with any 
length upon the rehabilitation of the arrest- 
ed tuberculosis patient, but to pass to the 
main theme of this paper, the rehabilita- 
tion of the stationary, probably hopelessly 
incurable, adult patient. 

The selection of patients whom we may 
advise to go to work, requires the greatest 
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care, and the results we obtain are directly 
in proportion to the care exercised. 


Many persons are forced by dire neces- 
sity to work, regardless of their physical 
condition or their ability to stand up under 
the work, and in many instances they are’ 
unable, for various reasons, to obtain work 
properly suited to their ability. Neither are 
they always able to properly select their 
work. The results obtained, however, by a 
careful selection of patients, show that, 
with proper supervision, much can be done 
to assist them in overcoming their handi- 
cap. 

There are two groups of patients whom 
we desire to encourage to return to useful 
life, after a definite attempt has been made 
to achieve an arrest of their disease. 

The first group is composed of those 
whose financial status compels them to earn 
a part or the whole of their living expenses. 
They must either secure outside financial 
aid, which they are loathe to do, or go to 
work. This class comprises a majority. 


The second group consists of those who 
are financially able to care for themselves 
without work, but their temperament, am- 
bitions and other factors, especially their in- 
ability to secure an arrest of their disease 
and the futility of further efforts to secure 
an arrest, discourage them, and useful occu- 
pation is welcomed. This group is easily 
placed and soon become adjusted to their 
work. They can afford to lay off when 
necessary and ordinarily are engaged in 
some business pursuit of their own, and 
can usually call their time their own. The 
number in this group is obviously limited. 

Both groups require the same selection as 
to physical ability to do work, but the sec- 
ond group offer no _ serious obstacles in 
Placement. 

Our attention will be directed toward 
those of the first group, for whom it is 
more difficult to secure proper work and 
working environment. 

In order to attempt to convey how the 
proper selection is made, it is, perhaps, ap- 
propriate to review to a limited degree some 
of the pathological processes of adult pul- 
monary tuberculosis, with special reference 
as to how they affect our choice. 

When the lung of an adult, who possesses 
an allergy to tuberculosis, becomes affected, 
it usually is manifested in one or the other 
upper lobe. A battle then begins between 
the defenses of the body and the tubercle 
bacilli. The defenses of the body consist of 
an attempt to wall off the tuberculosis area 
with fibrous tissue and calcareous deposits, 
— with an infiltration of both mater- 
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Some patients, principally those who have 
been diagnosed early, and prompt treatment 
instituted, may recover completely by res- 
olution. Others, by a gradual formation of 
fibrous tissue and calcareous deposits, over- 
come their infection and reach what is 
known as a state of arrest of their disease. 
This may cover a long period of time and 
is the result that should be aimed at by 
all. 

Many unfortunate patients become pro- 
gressively worse in spite of all attempts 
aimed at their recovery and _ eventually 
they succumb. 

There is, however, a rather formidable 
group of patients in whom the disease 
never quite reaches the state of arrest, in 
spite of very prolonged treatment. While 
it appears to be stationary over periods of 
years, yet it slowly progresses. This pro- 
gression is rather minute in character, and 
many of these patients suffer from ten to 
fifty years before their actual usefulness is 
ended. 

The selection begins in the institution, 
or after prolonged treatment at home. The 
patient is first given an extended opportu- 
nity to recover, that is, to secure an arrest. 
Having definitely failed to secure it, the 
subject of returning to work is then taken 
up. He must be considered from three points 
of view, physical, mental and financial, in 
the order named. 

It is assumed that the patient’s physical 
condition has been carefully studied by his 
physician, preferably the one under whose 
care he has received his treatment. All rec- 
ognized means are to be exhausted in at- 
tempting to secure an arrest before dis- 
charge. The time spent in attempting to 
reach an arrest will naturally vary with 
the individual, his age, desires and means. 
It should not, under any condition, be less 
than one year and preferably should be 
longer. The patient should be as free as 
possible from all constitutional symptoms, 
especially as regards elevated temperature 
and pulse rate. The x-ray should show plen- 
ty of fibrosis, with no acute extensions. The 
sputum may or may not be positive. The 
tendency to hemorrhage should be taken 
into consideration. Extra-pulmonary tuber- 
culous complications should be absent, or, 
if present, must be healed. In general, his 
physical condition and pulmonary status 
should conform to the classification of a 
quiescent case indefinitely, with no prospect 
of achieving an arrest. In endeavoring to 
convey to you the patient’s physical condi- 
tion, quiescent is the nearest we can come 
to expressing our meaning, yet this does 
not wholly cover it. There is, rather, a 
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stabilization of the patient’s disease. He 
cannot be wholly cured. He cannot be treat- 
ed any further in a sanatorium or his home. 
He has exhausted all the scientific means 
at our command to effect an arrest. He is 
in fairly good physical condition, but usually 
in a very poor mental and financial one. 
Therefore, we have reached the parting of 
the ways and the most rational thing to do 
is to permit him to resume his place in the 
outside world. The patient must be tried 
out within the institution or home before 
being released. He must be thoroughly test- 
ed by graduated exercise and occupational 
therapy, supervised and checked, and with 
work comparable to that which he will at- 
tempt. His reaction, moth mental and phy- 
sical, must be noted. His fatigue point must 
be observed, and care must be taken to ad- 
just his work to keep it within this point. 
It must be emphasized that short periods 
of work, interposed with short periods of 
rest, are better than longer hours of each. 


The mental condition is very important, 
especially toward the new lines of endeavor. 
Most of our patients who desire to work 
are the ambitious, nervous and restless 
class, discouraged from their long and fu- 
tile attempt to secure an arrest. They re- 
quire a complete readjustment in their 
minds to their new relation to the working 
world. Their ambitions and hopes, blasted 
by their disease, must be toned down to 
their new and restricted scope. Their de- 
sire to secure great success must be sec- 
ondary to preservation of a life of useful- 
ness on a lower plane than they aimed at 
before being taken sick with tuberculosis. 
Their physical activities will be much more 
restricted and their social aspirations 
thwarted. They must aim to become suc- 
cessful in preserving what strength and re- 
sistance they have, rather than advancing 
in a material or social way. Most of our 
failures are due to over-ambition, overwork 
and dissipation, because patients have failed 
to acknowledge to themselves their limita- 
tions and have exceeded the limits laid 
down for them by their advisors. 

The working opportunities of those who 
have ample means need very little comment. 
There is a scarcity of occupations for the 
tuberculous with limited or no means, and 
also serious shortage of employers who will 
use them. Organized efforts must be made 
by all interested, to secure a more wide- 
spread recognition of the ability of the stab- 
ilized tuberculous person to perform useful 
labor. The absolute necessity for them to 
have an opportunity to overcome their han- 
dicap by earning pay and thus becoming 
self-supporting is apparent. From this 
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group of people, many who have done 
world-wide good have been developed, show- 
ing the necessity for continuing this work. 
' The Technical Series No. 7, pamphlet 
by Pattison and Jacobs, published by the 
National Tuberculosis Association in 1927, 
gives a report of various enterprises whose 
aim it is to provide employment for the 
tuberculous: This pamphlet mentions only 
one project that deals with patients not ar- 
rested, viz: the Altro Work Shops, N. Y. 
It is believed that, while some of the pa- 
tients may be left to shift for themselves 
to secure employment, the vast majority 
must have it done for them. This can be 
achieved only by establishing bureaus for 
this purpose. Communities in suitable lo- 
cations are most desirable. That this is not 
impracticable we quote from the above 
mentioned pamphlet, “Sheltered employ- 
ment for the tuberculous in America is in 
its earliest stages of development. It is 
probably wholesome that there are financial 
obstacles in the way of more rapid develop- 
ment. It is the hope of the authors of this 
monograph that it may stimulate other 


groups to study the need for some form of 
sheltered employment in their respective 
communities and to develop such institu- 


tions on a sound scale.” 

The same monograph also states: “It is 
also perfectly obvious from such community 
experience as that in Saranac Lake, Colo- 
rado Springs, or Albuquerque, New Mexico, 
where an overwhelming proportion of the 
population have tuberculosis or have come 
to these centers because of that disease, 
that the colonization of men and women 
handicapped with tuberculosis is not at all 
an impracticable proposition. Here are cities 
and villages of a perfectly normal American 
type, where it is safe to estimate that from 
three-quarters to nine-tenths of the business 
is carried on by men and women who have 
or have had tuberculosis.—Sheltered em- 
ployment for the tuberculous is a require- 
ment that must be reckoned with by Amer- 
ican communities throughout the length 
and breadth of the United States.” 

To the comunities quoted above may also 
be added almost every town in Arizona, 
New Mevico, Colorado and western Texas. 

Every town already established should 
have an agency ready to place the tubercu- 
lous in a sheltered occupation. 

Contrary to popular belief, the employ- 
ment should be sheltered and indoors, if at 
all possible. Actual labor requiring heavy 
lifting or carrying heavy burdens should 
be avoided. The more sedentary the oc- 
cupation the better. Sir James Kingston 
Fowler, of England, states, “It used to be 


SOUTHWESTERN MEDICINE 


thought that the object of sanatorium 
treatment was to fit a man for ‘some light 
occupation in the open air.’ And many med- 
ical men seem to be still under this impres- 
sion. Speaking generally, there are few 
or no such jobs to be got, and for such as 
there are the tuberculous man is not very 
likely to be chosen. By the way, do gar- 
deners look particularly healthy? The de- 
termining factor in the choice of an occu- 
pation on discharge from a sanatorium was 
long since seen to be that which gave the 
greatest return in wages, and that in the 
vast majority of cases is the one in which 
the patient has spent his life.” 

It is much easier to place a patient back 
at his old trade or occupation, if possible, as 
he reaches a higher earning capacity sooner 
and with less effort. If, however, his occu- 
pation was too strenuous to be carried on 
now, he can be trained in a less active 
though allied occupation. 

This paper is a plea for the recognition 
of a large group of patients who have ex- 
hausted the possibilities of an arrest or 
cure and, being still technically active, must 
be placed on a self-sustaining basis. There 
are too many in this class to be left to shift 
for themselves. We must get under way 
an organized movement to place him in 
positions and establish communities where 
they can provide for themselves. Much has 
been done in a limited way, but the time 
is approaching when much greater efforts 
must be made. This can be done only on a 
large scale by concerted organization. 


Note: Published with the permission of the Med- 
ical Director of the U. S. Veterans’ Bureau who as- 
sumes no responsibility for the opinions expressed 
or the conclusions drawn by the writer. 


THE UTILIZATION OF AUTOPLASTIC 
BONE GRAFTS IN ORTHOPEDIC 
AND PLASTIC SURGERY 


PAUL RIGNEY, M.D. 
El Paso, Texas. 


(Read before the El Paso County Medical So- 
ciety, October 22, 1928). 

Though bone has been successfully trans- 
planted since 1809, it was not until the ex- 
tensive investigations of Ollier, in 1858, 
that the utilization of bone transplant be- 
came of practical value in the treatment of 
fractures, and it is only this phase of the 
subject that the author wishes to present 
in detail at this time. 

There seems no absolutely definite proof 
of the exact role the graft plays, and for- 
tunately, it is not necessary that we dogma- 
tize, on this point of histology, so far as the 
most practical clinical usefulness of the 
graft is concerned. 

Whether osteoconductive or osteogenetic, 
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the fact remains that the autogenous trans- 
plant is not extruded from the body, that it 
“takes” in practically one hundred per cent 
of the uninfected cases where aseptic sur- 
gical technic is observed, and therefore sup- 
plies a demand that thus far no other sub- 
stance has been found to meet. 
CONTRA-INDICATIONS 

(1) All cases where satisfactory results 
may be expected from the ordinary surgical 
treatment. 

(2) Infection of a violent nature either 
in the field from which the transplant is to 
be removed or in the field into which it is 
to be placed. 

(3) Inadequate experience and equip- 
ment. 

If the same rigid technic is observed in 
the transplantation of bone, that is observed 
in abdominal surgery and many other spe- 
cial fields, and if a thorough knowledge of 
the mechanical needs to be met is applied, 
then the bone transplant will produce those 
gratifying results that are received from 
other fields of surgery. 

SOME GENERAL INDICATIONS 

(1) Non-union of a fracture of a bone. 

(2) Long delayed union. 

(3) To replace bone destroyed by in- 
fection or traumatism. 

(4) To supply bone congenitally absent. 

(5) To replace bone weakened or de 
stroyed by either benign or malignant tu- 
mors. 

(6) To correct congenital or acquired 
deformities. 

(7) To fix in place acquired or con- 
genitally dislocated joints. 

(8) To immobilize, support and stimulate 
repair in spinal vertebrae whose bodies are 
infected with tuberculosis or other chronic 
infection where mechanical support is need- 


(9) In persistent non-union of the 


spine; traumatic spondylitis; neuropathic 
(Charcot) spine. 

(10) In the support and immobilization 
in cases of tuberculosis of sacroiliac joint; 
to aid in the immobilization and fixation 
in erasion of tubercular joints. 

(11) In cases of paralytic scoliosis, to 
support weakened spine and deviation from 
superincumbent weight or unbalanced mus- 
cle pull. 

(12) To correct deformities 
genital clubfoot. 

(13) As a substitute for all types of 
foreign substances used in the internal fix- 
ation of fractures. 

(14) To repair openings in the cranial 


in con- 
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bones by removing the external table from 
an adjacent bone. 

(15) To replace with the os calcis the 
head of the humerus or femur, that has 
been destroyed. 

TECHNIC OF OPERATION 


All of the general surgical principles as 
applied to preparation of operating room, 
the assistants and the surgeon himself will 
be assumed, and the special procedure out- 
lined for a classic transplant in the treat- 
ment of an un-united transverse fracture of 
the shaft of a long bone. 

(1) With the patient placed in the prop- 
er position on a special table with exten- 
sion equipment, the field is prepared with 
tincture of iodine and properly walled with 
sheets, towels or tubes. The incision is 
ample in length and extends double the dis 
tance beyond the fracture over the long 
fragment. The skin margin is now protected 
(walled) with towels or sponges, as in the 
ordinary abdominal operation, after all 
bleeding has been controlled (though no 
tourniquet is used). Next, the line of frac- 
ture is located and cleared of all soft tissue, 
the ends of the fragment are cut away 
with a sharp osteotome, or curetted, and the 
fragments aligned. With the fragments 
fixed in this position of coaptation and 
alignment, the soft parts are retracted and 
two longitudinal incisions are made, three- 
eighths to one-half inch apart, through the 
periosteum, the entire length of the incision 
through the soft parts. Next, with an elec- 
tric saw, the graft is cut through to the 
medullary canal throughout its length and 
the ends are freed with an osteotome or 
small circular saw. During the short inter- 
val of time needed to control bleeding, the 
grafts are both placed in normal saline of 
body temperature. Small holes are drilled 
on each side of the gutter and opposite 
each other, the long graft is placed across 
the fracture line and the short one used to 
fill the opposite end of the gutter, both 
being held in place by kangaroo tendon su- 
tures. The periosteum is sutured with plain 
catgut and the wound is closed without 
drainage unless there is evidence of some 
moisture, in which case a few strands of 
silkworm gut are placed in the angles of 
the wound for drainage. External fixation 
is next applied to include the joint above 
and below the fracture. 

SUMMARY 

A thorough study of the investigations 
and reports of the various authorities in- 
dicates that the autogenous graft is un- 
questionably the material of choice in the 
internal fixation of fractures with bone 
grafts or foreign materials. 
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FEVER AND JAUNDICE 
(Cabot’s Case No. 14042, New England Jour. of 
Med., Mch. 15, 1928, page 200). 
(For case history, see October issue of 
Southwestern Medicine, page 461). 


Yuma County Medical Society. 

At the October meeting of the Yuma 
County Medical Society, this case was dis- 
cussed, the members present unanimously 
agreeing that the diagnosis in the case was 
yellow fever. Drs. Stacy, Lount, Reese, 
Forrest and Cain were present. 








Yavapai County Medical Society and Of- 
ficers of U. S. Veterans’ Hospital, Whipple, 
Ariz. (Group II). 

DR. BAYARD SULLIVAN, WHIPPLE, ARIZ. 

DR. IRL THOMAS, WHIPPLE, ARIZ. 


(Dr. Sullivan) 


We have a case which we believe is a 
clear cut case of yellow fever. We have a 
man coming from Jamaica at a time (1897) 
when yellow fever was fairly prevalent 
throughout a good part of the world and 
especially through Central America, South 
America and the southern United States. 
The case began with severe sudden head- 
ache, and temperature going up to 102.5 
and then a slight remission of temperature, 
which is characteristic of yellow fever. 
After a few hours the temperature went up 
again and the patient became jaundiced, 
with icterus of the conjunctiva and, finally, 
vomiting of blood, the attack terminating 
in death in four or five days. As the man 
gave a history of having had malaria two 
years previously it was thought this attack 
was malaria. We believe it likely that the 
eruption found on the body was due to qui- 
nine, which was given until he had ringing 
in the ears to the point of deafness. 

Yellow fever, even today, is the most baf- 
fling of all diseases. Within the last few 
months one of the greatest investigators of 
the cause of yellow fever lost his life on 
the west coast of Africa, and one of his 
chief assistants lost his life a few weeks 
later, and the true cause of yellow fever 
has not yet been discovered. At one time 
Dr. Noguchi announced that he had discov- 
ered what he thought was the infecting or- 
ganism and called it the leptospira_icter- 
oides, but it seems this organism is found 
not only in cases of yellow fever but also in 
a number of other diseases, so he was not 
able to demonstrate it as the true cause of 
yellow fever. Dr. Agramonte, in an article 


on this subject, stated that Dr. Noguchi had 
not established to his satisfaction and to 
the satisfaction of other critics of yellow 
' fever that he had found the true cause; but 
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he pays him the compliment of speaking of 
him as one of the most famous and earnest 
workers known to medicine. A few years 
ago it was thought that the  infec- 
tion was caused by the bite of the 
stegomyia mosquito, but Dr. Theobold 
has described the mosquito causing it 
and it does not belong to the true 
class of stegomyia, but to aides calo- 
pus, another species of mosquito. Another 
thing that was discovered was that a per- 
son having yellow fever would not transmit 
the disease after the third day; in other 
words, if the mosquito bit a man coming 
down with yellow fever after three days, it 
could not transmit the disease. And a mos- 
quito already infected will not transmit the 
disease before twelve days. The United 
States Army Commission demonstrated 
very plainly the incubation period of yel- 
low fever to be six days, rarely over that 
time. Very little has been determined since 
that time (about 1900). 


We must differentiate between yellow 
fever and malaria in this case. At that 
time (1897) the examination of the blood 
was not perfected to the same degree it is 
today, but after two examinations of blood, 
no malaria was found. In the majority of 
cases of malaria the characteristic symp- 
toms are the typical temperature, chills and 
sweats, and enlargement of the spleen. In 
the form of malaria called blackwater or 
malignant, there may not be these symp- 
toms in which there is vomiting of blood, 
but in those cases we always see hemoglob- 
inuria. Another similar disease seen in 
Southern and Central America is dengue. At 
the present time there is an epidemic in 
Greece and something like a hundred thou- 
sand people are ill with this disease. This 
disease is transmitted by the sand fly and 
is sometimes called “break-bone fever,” 
causing severe, intense and persistent pain. 
The patients describe it “as though their 
bones will break in two,” thus “break-bone 
fever,” or dengue. This rarely, except in 
severe epidemics, results in death; before 
death the temperature goes down, and pulse 
and temperature run a regular course. In 
yellow fever a diagnostic aid is Faget’s 
symptom or the relation between pulse and 
temperature. In this case the temperature 
ranged up to 102.5 to 103, which is charac- 
teristic of yellow fever. We do not see 104 
to 105, which is very frequent in dengue 
and influenza. The pulse, which is full and 
bounding, may go up in proportion to tem- 
perature, after a slight remission in tem- 
perature, when the patient feels better, (in 
yellow fever), the temperature rises again 


but the pulse does not, and then as the 
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case goes on to fatal termination, as in this 
case, the temperature goes down and the 
pulse up. 

Differentiating between yellow fever and 
the jaundice diseases. In acute infectious 
jaundice, or Weil’s disease, the cause of 
which is the leptospira hemorrhagica, the 
symptoms come on more gradually and the 
jaundice is very marked, while in yellow 
fever the jaundice is not marked. In ma- 
lignant jaundice or yellow atrophy of the 
liver, we find, as the name suggests, atro- 
phy of the liver, and icterus or jaundice is 
very marked. We must differentiate influ- 
enza, because of the sudden onset, but in 
that there should have been typical symp- 
toms and a direct ratio between pulse and 
temperature. We must also differetiate ty- 
phoid fever, which begins more slowly and 
is not accompanied by severe aching pains, 
as in this case; also, in typhoid there is the 
agglutination test and the Diazo reaction 
is nearly always present. Considering the 
acute eruptive fevers, especially measles 
and scarlet fever, we must rely upon the 
character of the skin eruption which we do 
not have in this case. 


I think I have differentiated from prac- 
tically all diseases with which yellow fever 
may be confused, and will sum up the symp- 
toms again: sudden onset, severe headache, 
chills, achy pains, the peculiar ratio between 
pulse and temperature with the tempera 
ture never so high as in other diseases; 
temperature goes up, slight remission, up 
again, and as fatal termination approaches, 
temperature goes down and pulse goes up; 
the slight jaundice noticed early and never 
very marked; the gastro-intestinal symp- 
toms, of slight tenderness in abdomen, not 
especially characteristic, small amount of 
blood in vomitus and later on there may be 
the so-called black vomit; bright red flecks 
of blood in the vomitus is a characteristic 
of yellow fever; albuminuria, and not in- 
frequently anuria, which is one of the final 
stages of the disease. The albuminuria oc- 
curs very early in yellow fever, while in 
typhoid, acute yellow atrophy, or infectious 
jaundice, it comes on only in the later 
stage. 

These are the cardinal symptoms of yel- 
low fever, and the history of a man being 
in Jamaica where yellow fever was fairly 
prevalent at that time, supports our diag- 
nosis. As to whether this was complicated 
or associated with malaria, we are not able 
to say, the enlarged liver and enlarged 
spleen might suggest that. 


(Dr. Thomas) 
The case has been very well covered by 
Dr. Sullivan. There are only one or two 
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points I would like to call attention to. In 
the history the hemoglobin is given as 92, 
leukocytes 7,800, which is characteristic 
of yellow fever. Dr. Agramonte, in an ar- 
ticle, states that in most cases the hemo- 
globin is not less than 90 and may go as 
high as 105. 

The temperature and pulse ratio has been 
gone into. Another peculiar thing is that 
when the temperature decreases, the head- 
ache ceases, which is one of the diagnostic 
points. When the temperature became nor- 
mal the patient said he felt better. At that 
time evidently most of the quinine had been 
eliminated and he did not have ringing in 
his ears. In all of these cases we find much 
albumin in the urine, and they usually die 
with suppression of urine, or anuria. In 
looking up the pathology of yellow fever, I 
noticed one or two things that may be of 
interest: there is rarely any characteristic 
lesion, but there is the characteristic cham- 
ois liver, about the color of chamois skin, 
with areas of fatty degeneration, and prac- 
tically the same thing, fatty areas in the 
kidney. In the history this is spoken of 
as finding fatty casts in the urine which are 
likely to have come from these degenerated 
areas in the kidney. 

All the other points have been covered 
by Dr. Sullivan. Our diagnosis is yellow 
fever. 





Discussion by Massachusetts General 
Hospital. 
GEORGE C. SHATTUCK, M.D. 


The history of this case points certainly to acute 
infection. I have not read the necropsy report, 
but it has been hinted to me that this might be a 
case of yellow fever. If we are to make that 
diagnosis we must first of all do what we can to 
exclude malaria, spirochetal jaundice and dengue. 

It is very difficult on the evidence presented 
here to exclude malaria. A negative blood exam- 
ination after the taking of quinine for several days 
wou'd have no diagnostic value. The leukocyte 
count is normal. One might expect leukopenia 
with an excess of large mononuclears in malaria. 
This does not occur so regularly in the early 
stages as in- the later stages of malaria. His fever 
has evidently been of an irregular character, with 
sudden onset and apparently a remission and a 
recurrence of fever on admission to the hos- 
pital. That would go well enough with malaria. 
Toward the end of the examination the spleen is 
said not to have been much enlarged. An en- 
larged spleen goes well with most forms of ma- 
laria, but it is by no means constant with aestivo- 
autumnal malaria. On the other hand it is not 
expected in yellow fever. Malaria might perhaps 
have been excluded by splenic puncture and ex- 
amination of the smear from the spleen, if there 
had been no pigment and no malarial plasmodia 
found. The rash that the patient had was aty- 
pical and does not associate itself with malaria. It 
is difficult to classify. An important point against 
malaria is the failure of quinine to control the 
fever. On the other hand there was vomiting, 
and we do not know how much quinine was ab- 
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sorbed. It does not seem that on the evidence 
given we can with certainty exclude malaria. 

We might then take dengue. The sudden on- 
set, the remission of temperature, the headache 
and chilly sensations all go well enough with that. 
I find no mention of severe pains in the back 
and legs which are so common with dengue. They 
are also common with yellow fever. The rash 
was not like that of dengue; jaundice is rare in 
dengue and death is unusual. 

Spirochetal jaundice is not ordinarily such an 
acute disease. It is not as a rule characterized by 
remissions of the fever. It is not however a dis- 
ease with which I am to any extent familiar, and 
I should not be able with certainty to exclude it on 
the evidence given. The urine seems not to have 
been examined for spirochetes. 

I will then turn to the possibility of yellow 
fever in this case. This patient came from Jamaica 
in 1897, before the time when the mode of trans- 
mission of yellow fever was known, and when yel- 
low fever was very prevalent in the West Indies. 
The disease is characterized by sudden onset as 
in this case. It frequently shows remissions of 
temperature after the second or third day of the 
disease and exacerbations of fever later on. It is 
a disease which is often rapidly fatal, sometimes 
within a very few days, generally within ten or 
eleven days. The deaths in the earlier period 
are from overwhelming toxemia. Those in the later 
Stage are apt to be associated with uremia, kidney 
changes being common in yellow fever and urine 
being scanty when the kidney has been much dam- 
aged. Jaundice goes very well with yellow fever 
and is rare in dengue. Some of the other more 
characteristic features of yellow fever such as the 
marked flushing of the face and injection of the 
eyes which one looks for in the earlier days of 
the disease are not recorded as having been pres- 
ent. However the patient was not in hospital at 
the time and we cannot trust much to hearsay for 
the early signs. The frontal headache in the be- 
ginning and the vomiting go well with yellow 
fever.. The profuse perspiration is common, al- 
though a dry skin is perhaps more frequent. One 
important point here is the pulse rate. At the 
onset the pulse rate was 140. One of the fea- 
tures one looks for in yellow fever is continued 
high or rising temperature associated with a fall- 
ing pulse. In other words, in yellow fever after a 
few days a marked discrepancy between pulse rate 
and temperature develops. The chart on the last 
days shows a pulse ranging between 88 and 60 
with a temperature ranging in the same interval 
from 103° to 101.6°. The highest dot on the tem- 
perature curve is associated with the lowest in 
the pulse record. The pulse clearly shows a ten- 
dency to fall lower than one would expect it to 
fall with a temperature of that sort.. That would 
go well with a diagnosis of yellow fever. The skin 
manifestations of yellow fever are in no way 
characteristic. Rashes of various kinds are found. 
That which the patient had would not be incon- 
sistent. The vomiting in yellow fever is charac- 
teristically black from the presence of blood pig- 
ment. Jaundice generally develops after a few days 
and bile may appear in the urine. Marked albu- 
minuria is expected. On the whole the diagnosis 
of yellow fever seems the most probable in this 
case. 

Dr. Edward L. Young: Is immediate muscular 
rigidity characteristic of yellow fever? 


Dr. Shattuck: Rigor mortis is marked in death 
from yellow fever. The albuminuria would go well 
with yellow fever. One of the features of yellow 
fever is that albuminuria begins very early in the 
disease. 
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Dr. Cabot: Is there more albuminuria than in 
other infections? 

Dr. Shattuck: Yes, there are large amounts of 
albumin in the urine in yellow fever. 


Dr. Cabot: Will you say something as to the 
present occurrence of yellow fever in different 
parts of the world? 

Dr. Shattuck: In the past yellow fever has been 
widely endemic along the coast of South America, 
throughout the West Indies, in Central America 
and in Mexico. It has frequently invaded the sea- 
ports of this country. Severe epidemics of yellow 
fever developed in Atlantic ports during the 
eighteenth and nineteenth centuries. In 1793 there 
was a very bad epidemic in Philadelphia in which 
the mortality was nearly 10 per cent. of the pop- 
ulation. There have been epidemics also in Bos- 
ton, Providence and Newburyport and in some of 
the other New England seaports. We find yel.ow 
fever fairly common today on the west coast of 
Africa, and it occasionally appears in parts of 
northern Brazil. It no longer extends up the Ama- 
zon valley as it formerly did. The last Central 
American outbreak of yellow fover, according to 
U. S. Public Health Reports Vol. 40 Pt. 1, p. 582, 
occurred in San Salvador in 1924. There were 77 
cases and 28 recorded deaths. 

There is some question whe:her yellow fever in 
Africa is the same as that in this country and 
whether it originated in Africa or in this country. 
The usual opinion is that the disease is the same 
in Africa as it is here and that it originated in 
Africa. Apparently it is showing a tendency to 
spread in Africa toward the inierior where ‘or- 
merly it was confined pretty much to the coast. 
It is curious that in Africa there have not been 
any severe and widespread epidemics of yellow 
fever such as have occurred on this side of the 
Atlantic. There was a small epidemic recently in 
Monrovia in Liberia with eight deaths. A greai 
deal of work on yellow fever has been done in 
Lagos on the coast of Nigeria where there is a 
laboratory which has been financed by the Rocke- 
feller funds. The British also have a laboratory 
at Lagos. Dr. Adrian Stokes, a well-known and 
very able Irish patho!logis:, recently died in Lagos 
while working on the transmission of yellow fever 
to monkeys. 

The etiology of yollow fever is now again in 
doubt.) In 1901 mosquito transmission was dem- 
onstrated by Reed and his associates. A few years 
ago the work of Noguchi indicated that leptospira 
ictero‘des was the cause of yellow. fever. A few 
however continued to doubt. The recent work of 
Drs. Sellards, Theiler, and Gay in the Department 
of Tropical Medicine of the Harvard Medical School 
threw grave doubts upon the validity of Noguchi’s 
conclusions. Theiler was unable to distinguish 
leptospira icteroides from leptospira icterohaemor- 
rhagiae, and Sellards stated that leptospira is not 
the cause of yellow fever. 

The still more recent work of Professor Oskar 
Klotz of Toronto, who was sent by the Rockefeller 
Institute to s‘udy the ye'low fever of West Africa, 
materially strengthens the view of Sellards. 

CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD). 
Yellow fever. 
ANATOMIC DIAGNOSIS 
1. Primary fatal lesion. 
Yellow fever. 
2. Secondary or terminal lesions. 

Extensive fatty metamorphosis of the liver. 
Fatty degeneration of the liver cells. 

Icterus. 

Acute lymphadenitis of mesenteric lymph glands. 
Edema and congestion of the lungs. 
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Acute degeneration of the kidneys with some 
fatty degeneration of cells. 
3. Historical landmarks. 

Old pleural adhesions. 

Dr. Tracy B. Mallory: The anotomical findings in 
this case are those ordinarily found in yellow fever 
and were considered by Dr. Councilman at the 
time as entirely characteristic and as confirming 
the diagnosis. There was a very slight degree of 
jaundice evident post mortem. The head and brain 
were negative. The chest contents were entirely 
negative. The liver was somewhat small, weighing 
1,057 grams. Yellow and red mottling was visible 
through the liver capsule. On section this was 
still more evident. Microscopic examination 
showed it to be due to very extensive degeneration 
of large amounts of fat. A similar type of degener- 
ation was found in the kidney tubules. The glom- 
eruli were negative. No lesions were found in the 
intestinal tract or stomach. Very extensive bac- 
teriological work was done, yielding, as might have 
been expected, negative results. 

Dr. Cabot: Could you say that this pathological 
picture is all in the liver and kidneys? 

Dr. Mallory: I believe hemorrhagic erosions and 
hemorrhages of the stomach are fairly usual, are 
they not, Dr. Shattuck? 

Dr. Shattuck: Yes, they are fairly common. 

Dr. Cabot: In the liver and kidneys there is 
nothing that does not occur in other diseases. Is 
it the association with an acute infection that 
makes one able to say that this is yellow fever? 

Dr. Mallory: I know so little about yellow fever 
I should not like to say. 

Dr. Richard B. King: Is the 
hemolytic? 

Dr. Shattuck: At the beginning it is always 
hemolytic. Later there is liver damage. 


jaundice always 





ASCITES AT SEVENTEEN MONTHS 


(Case No. 14271, Case Records of the Massachu- 
setts General Hospital, N. Eng. J. of Med., Aug. 
23, 1928, p. 380. 


For copy of history, see Southwestern 
Medicine for October, page 461. 


Yuma County Medical Society 

At the October meeting of the Yuma 
Countv Medical Society, this case was dis- 
cussed, with diagnostic conclusions as fol- 
lows: 

Dr. Knotts: Svphilis. 
a Stacy: Mediastinal growth and syph- 
ilis. 

Dr. Lount: Mectel’s diverticulum. 

Dr. Cain: Meckel’s divertiulum and pneu- 
monia. 


Yavanai Conty Med‘cal Society and Of- 
ficers of U. S. Veterans Bureau Hospital, 
Whipple, Ariz. (Group III.) 

DR. J. D. BROOKS, WHIPPLE, ARIZ. 


DR. R. N. LOONEY, PRESCOTT, ARIZ. 
DR. C. R. K. SWETNAM, PRESCOTT, ARIZ. 


(Dr. Brooks) 

We have an infant who, up to six months 
go. we are told was normal. At the age 
of on> vear th‘s child developed an intra- 
abdominal condition which produced en- 
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largement, noticeable swelling, listlessness 


and lethargy, and was so ill she was taken 
to the hospital where she was kept for 
three weeks with apparently no benefit. 
After a period at home she slightly im- 
proved but never entirely recovered. Four 
weeks before this last entrance to hospital 
she developed similar symptoms, had oc- 
casional vomiting, rapid heart, and perhaps 
some headache. She improved again until 
this present admission, at which time she 
had a large and protuberant abdomen, list- 
lessness and a noxious odor. The child was 
ill nourished, ill-developed, with protuber- 
and abdomen, which prevented palpation of 
contents, though there was dulness which 
moved, indicating fluid. Also, if you re- 
call the history, she had tuberculosis on 
both paternal and maternal sides of the 
family. There is no direct contact cited, 
but there is that possibility. always in view. 
Also the child was taken care of by an out- 
side woman while her mother was at work. 
From the avvearance of the child and the 
fact that she had this terrific odor, excori- 
ations around the buttocks, vaginitis, etc., 


she evidently had verv poor care. What 


exposure she had from this outside influ- 
ence we cannot sav. Another thing men- 
tioned is enlarged tonsils (and probably ad- 
enoids in addition). The phvsical examina- 
tion shows an evidently rachitic child, and 
although they say the ear drums were nor- 
mal, the historv speaks of a sticky brown 
discharge from both ears at the age of three 
months. This apparently was superficial 
and not an otitis, or the drums could not 
have been normal later. The discharve from 
the umbilicus is described as a foul-smell- 
ing, brown fluid with bubbles. Laboratory 
examinations of this showed bacillus coli 
and Gram positive cocci predominating, but. 
no growth. Following the administration of 
carmine by cansule, the dve anpveared 
through the umbilicus in a little over twen- 
ty-two hours. and in the stool in less than 
twenty-four hours, which would indicate 
communication between the sinus and the 
intestinal canal. vet x-rav report states the 
abdomen was negative. A surgeon called to 
see this child diagnosed Meckel’s diverticu- 
‘um, advised operation but stated it was too 
hazardous to do because of the extreme 
weakness and illness of the baby, and it was 
postponed. Laboratory examinations of 
hoth blood and spinal fluid were negative 
for syphilis. The blood shows leukocvtosis. 
(over 11,000 whites. with 85 per cent 
polys.), which indicates hacteriological in- 
fection of some kind. The urine is nega- 
tive: in fact everything is negative even the 
spinal fluid excent that it is under excess 
pressure and contains the maximum amount 
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of sugar. Perhaps the surgeon was right 
and there was Meckel’s diverticulum drain- 
ing through the umbilicus; it is a possibil- 
ity. The protuberant abdomen, with fluid, 
rachitic appearance, would indicate tubercu- 
lous peritonitis. There is also the possibili- 
ty of malignant disease, with tumor mass in 
polys. Intestinal obstruction, I think, is 
merely to be mentioned, as it could have 
been only very slight, if at all, because ev- 
erything went through the child, or at least 
the barium went through. Appendicitis is 
another thing always to be taken into con- 
sideration in abdominal conditions in chil- 
dren. Whether the appendix was a factor 
in this case, I do not know. Actinomycosis 
is another thing to be suggested because of 
the plaque in the mouth. The child had a 
terminal pneumonia, which was undoubted- 
ly the immediate cause of death. The pri- 
mary cause or causes I will leave to the dis- 
cussion of my colleagues. 





(Dr. Looney) 

If we were called to see a child of seven 
teen months who had been sick for six 
months, the most prominent symptoms be- 
ing abdominal distention, masses felt in the 
abdomen, listlessness, and umbilical sinus 
with foul-smelling discharge containing 
bacillus coli, what would we think of in the 
abdominal cavity that might cause these 
symptoms? First, we would no doubt think 
of Meckel’s diverticulum. A_ consultant 
made that diagnosis in this case. Meckel’s 
diverticulum with an umbilical fistula lead- 
ing down to the gut would ‘no doubt cause 
the foul-smelling fluid and some of the 
symptoms we have in this case. In my own 
practice I have seen one case with a Meck- 
el’s diverticulum that caused obstruction. 
This was relieved by surgery and the case 
recovered. Later on developed umbilical fis- 
tula, and when operated to relieve this con- 
dition developed general peritonitis and 
died. Second, we would vrobably think of 
appendicitis. The appendix in a child of 
this age is high up, and a ruptured appendix 
might cause the symptoms we have in this 
case. Foreign bodies in the intestinal 
tract, and volvulus, I think can be passed 
up with only a mention, as in these condi- 
tions, we have constant vomiting. Intus- 
susception might cause some of the symp- 
toms but in this condition there would like- 
ly be bloody stools. Sarcoma of the perito- 
neum or the bowels is to be thought of, bit 
sarcoma is very rare in a child of this age 
and with the absence of more characteris- 
tic symptoms, I think we will eliminate 
saroma. Then we come to tuberculosis 


peritonitis, which may appear in any age 
of life. 


The focus of infection may be near 
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or it may be far, as from lymph nodes, tu- 
berculous lungs, bones, etc. In tuberculous 
peritonitis the patient loses strength and 
weight and becomes listless, and I believe, in 
all cases we have ascites, which no doubt 
we have in this case, as the history says 
there was shifting dulness over the abdo- 
men. Masses of varying sizes are usually 
felt in tuberculous peritonitis, which may 
be due to tuberculous lymph glands, or in- 
flammatory condition and kinking or con- 
traction of the omentum. The reaction of 
tuberculin in tuberculous peritonitis or any 
form of tuberculosis, in a patient as sick 
as this child was, is very unreliable. In ad- 
vanced cases of tuberculous peritonitis some 
portion of the inflammatory process may 
develop into ulceration, abscess and fistula. 
I believe we can eliminate syphilis as we 
have negative Wassermann reaction, and a 
spinal fluid with negative colloid of gold. 
We can not rule out the possibility of Meck- 
el’s diverticulum with general septicemia, 
and brain abscess. 





(Dr. Swetnam) 

We feel we have had a difficult case be- 
cause so many of the findings and symp- 
toms seem to us to be contradictory. We 
have a baby of seventeen months who began 
six months ago to be sick. The condition 
came on suddenly, with distended abdomen, 
lethargy, and possibly a convulsion. After 
that the child had vomitiny and ap>arent- 
ly pain in the head. Upon admission to hos- 
pital it was in very poor condition, the ribs 
and enlarged bosses of the head indicating 
rickets. The child was very ill, had lost 
weight, had fever; and fairly rapid pulse. 
The fever ran from 98.4 to 102 daily for 
ten days or more, indicating infection. An- 
other thing which probably indicates septic 
condition is the areas of the skin. There 
is also a leukocytosis. We know there is 
an umbilical sinus connected with the in- 
testinal tract at some place, proven by the 
dye coming through. We know that the 
spinal fluid was under very high pressure, 
210 to 220 in a child of seventeen months 
—Nelson says it should be about 70. The 
examination of the spinal fluid is very dis- 
appointing, so nearly negative, maximum 
amount of sugar, practically normal pro- 
tein, globulin increased. Increased globulin 
indicates only chronic inflammation, not 
necessarily meningitis, but we have it in 
creased and the fluid under pressure. We 
must find something that will account for 
the abdominal condition and at the same 
time something in the brain or spinal cord 
that will account for the increased amount 
of fluid and high pressure, but where the 
chemical contents of the spinal fluid are 
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normal. The cell count is only slightly in- 
creased—only six they tell us. A distended 
abdomen and fluid, with feeling of listless- 
ness, certainly indicates some kind of peri- 
tonitis. If it is tuberculous we would ex- 
pect cerebro-spinal irritation of the same 
kind. There are two things in the exami- 
nations which are absolutely against tuber- 
culous meningitis—the high sugar and very 
few cells. Brain abscess before it ruptures 
into the spinal canal would give us that spin- 
al picture, high sugar and no cells, fluid 
clear and sterile. The leukocytosis would 
also correspond. The picture is typical of 
braim abscess—beginning with acute symp- 
toms, then quiescent over a period, and sud- 
denly flaring up again. Brain abscess, in 
most cases, is a result of otitis. There is 
none in this case as far as we know, but 
there may have been, as the history quotes 
an earlier condition of discharge from the 
ears. This may have gone on to the brain 
and caused abscess; that form of otitis 
would cause abscess rather than meningi- 
tis. When the infection travels through 
the bone by eroding its own canal, then pen- 
etrates the dura it is apt to cause abscess, 
and when it enters through a preformed 
canal such as the internal auditory meatus, 
it is more apt to cause meningitis. That is 
a possibility, but we can not read it in 
when we are told that both ear drums are 
normal. Another cause of brain abscess is 
pyemia; we can read in pyemia with a very 
definite point of infection in the abdomen 
with chronie irritation in the glands to 
cause pressure, which is proven by the ede- 
ma in the feet and hands. We have symp 
toms in the spinal cord that we do not be- 
lieve can be accounted for in any other 
way than by brain abscess. 

Our diagnosis is a probable Meckel’s di- 
verticulum, a peritonitis, pyemia and brain 
abscess. (The brain abscess did not have a 
chance to break into the spinal canal be- 
be the child died of terminal pneumo- 
nia). 


Discussion at the Massachusetts General 
Hospital. 
RICHARD C. CABOT, M. D. 

This is the sort of family history that we still 
take that I think is a waste of -pen, ink, and paper. 
To put down tuberculosis in persons to whom the 
child was not exposed is according to our present 
knowledge putting down something that is irrele- 
vant. 

I do not know the significance of the white 
plaque. Sick babies often have such - things. 

Harrison’s groove, etc..—in other words, rickets. 

Shifting dullness, of course, if it is correct. and 
it is a very easy sign to find—is positive proof 
of fluid in the abdomen of a young child. 

We do not know where the masses are. 

Miss Painter: They were apparently fecal masses. 

Dr. Cabot: I do not know much about children, 
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but I should think the negative reaction to tr 
berculin would be of importance in ruling out tu- 
berculosis, unless it is a very virulent process. 

In the barium examination I suppose they were 
thinking of perforated peptic ulcer with peri- 
tonit’'s. There is nothing remarkable in this ex- 
amination so far as I know. 

I do not see how this surgeon made the diag- 
nosis of Meckel’s diverticulum before barium was 
given. : 

The action of the dye seems to prove that the 
umbilical sinus is connected with the gastro-in- 
estinal tract. 

I do not see that we have evidence of anything 
wrong from this lumbar puncture fluid. 

DIFFERENTIAL DIAGNOSIS 

I am out of my beat here. I do not know what 
is the matter with the baby. We seem o have 
evidence of a connection between the intestine 
and the umbilicus, and that seems to point towards 
a Meckel’s diverticulum. There is no evidence of 
intestinal obstruction, which is the only harm 
that a Meckel’s diverticulum gives, and we have 
apparently fluid in the abdomen, which I do not 
know how to explain. 

Has the child tuberculous peritonitis? That would 
explain the fever and the fluid in the abdomen. Or- 
dinarily one feels masses other than fecal masses 
when a child has a peritoneal tuberculosis, masses 
especially apt to be around the cecum. 

Why are legs edematous? Well, just fluid in the 
abdomen, if it is marked, by its interference with 
leg circulation will give edema of the legs. I do 
not know any better explanation than that. 

Could we have a thrombosed vena cava? That 
would give fluid in the abdomen and edema of the 
legs. It seems, however, as if it would give more 
fulminating symptoms than we have here, and I 
do not see why it should be thrombosed anyway. 

Have the vaginitis and vulvitis anything to do 


‘with the case? Conceivably, of course, a peritonitis 


might arise from that region. This might be the 
fluid of such a peritonitis. But that is a rare 
thing, The vast majority of those cases do no- 
thing serious to the organism and do not result in 
peritonitis. I do not believe it. 

Almost all children who have anything die of 
bronchopneumonia. On general principles I think 
I had better say the child had bronchopneumonia, 
because almost every dying child does. But that 
it not a rational diagnosis. It is not the cause of 
death. It is simply something that babies. get. 
after they are weakened by something else. 

So I do not know what the baby has. It does 
not seem clearly like anything that I have named, 
though I cannot rule out tuberculous peritonitis. 

A student: How about the tuberculin test in tu- 
berculous peritonitis? 

Dr. Cabot: That is against us. 

A Student: Would you have to consider con- 
genital syphilis? 

Dr. Cabot: I do not see why. 

A Student: If you had cirrhosis. 

Dr.. Cabot: Yes, syphilitic cirrhosis and fluid in 
the abdomen. But I think we ought to have other 
signs. I do not believe anybody could make a 
diagnosis of congenital syphilis with nothing in 
the skin, bones, or teeth or about the anus. I 
think we can rule it out. Syphilis is the most 
dangerous diagnosis one can make with a path- 
ologist about. He almost never backs it up unless 
it is in the aorta. 

A Student: Do you make anything here of the 
fact that the dye did not appear in the stools up 
to that time? 

Dr. Cabot: No, I do not know enough about the 
test to make any inference from that. 
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CLINICAL DIAGNOSIS (FROM HOSPITAL 
RECORD) 


Tuberculous peritonitis. 
Meckel’s diverticulum. 
DR. RICHARD C. CABOT’S DIAGNOSIS 
Possibly tuberculous peritonitis. 
ANATOMIC DIAGNOSIS 


Tuberculosis of the lung. 

Tuberculous salpingitis. 

Tuberculous peritonitis. 

Tuberculous ulcer of the ileum. 

Abscess of the peritoneal cavity. 

Umbilical fistula. 

Miliary tuberculosis. 

Dr. Mallory: The case is one of tuberculosis 
with tuberculous peritonitis playing the most im- 
portant role. 
lum, Also the tuberculous peritonitis was of the 
dry character, not of the fluid one. The fluid 
found in the abdomen was restricted to the an- 
terior half. 
dominal cavity into two halves, the anterior in- 
ferior part of which was a large abscess cavity 
filled with fecal material, apparently the result of 
perforation of a small tuberculous ulcer of the 
ileum. So that the dye which had been fed the pa- 
tient passed through the ulcer of the ileum into 
this abscess caviy in the abdominal wall and from 
there out through the umbilicus. Except for this 
abscess cavity it was a typical dry type of tubercu- 
lous peritonitis with wide-spread adhesions and the 
surfaces studded with tubercles. 

The immediate source of the peritonitis appeared 
to be a bilateral tuberculous salpingitis. That 
seemed to be the oldest tuberculous focus except 
for one in the lung, which probably represents the 
primary source of infection. Of course the tu- 
bular ones were not primary. The course of in- 
fection in this case I imagine to be this: a pri- 
mary infection in the lung going back many 
months or perhaps half a year, metastatic foci 
in the tubes at about the same time, exension 
from that to the peritoneum, miliary tuberculosis 
following, and then perforation of a _ tuberculous 
focus in the ileum and the formation of a septic 
abscess in the peritoneal cavity, with discharge 
through the umbilicus. 





PROCEEDINGS OF THE FOURTEENTH 
ANNUAL MEETING OF THE MEDICAL 
AND SURGICAL ASSOCIATION OF 
THE SOUTHWEST, HELD AT ALBU- 
ore N. M., NOVEMBER 8-10, 
The Fourteenth Annual Meeting of the 

Medical and Surgical Association of the 

Southwest was called to order in the Assem- 

bly Room of the Elks’ Club, Albuquerque, 

N. M., by Dr. P. G. Cornish, Jr., First Vice- 

President, on Thursday morning, November 

8, 1928, at 10 a.m. 

As only one meeting of the Association 
had previously been held in Albuquerque, in 
the fourteen years of its existence, and that 
a number of years ago, the Program Commit- 
tee had worked assiduously to make this a 
banner affair, and had expected the Mayor 
to be on hand to honor the assemblage with 
an address of welcome. However, the open- 
ing of the hunting season and the attendant 
call of the wild proved too alluring, and 


There was no Meckel’s diverticu- 


The omentum had walled off the ab- 
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therefore Dr. Cornish, in a few choice words, 
greeted the visiting members on behalf of 
the Bernalillo County Medical Society, of 
which he is President, and expressed the 
hope that all would have a good time and 
enjoy themselves to the utmost. Dr. Cor- 
nish said “that inasmuch as Dr. Crouse, the 
President of this Association, has been ill 
for some time and is absolutely unable to 
make any trips or take any part in the meet- 
ing, it has consequently fallen upon me 
to take his place. The absence of Dr. Crouse 
will be very much felt, as he is a man of 
great ability, of rare energy, and his per- 
sonality and work in conducting the affairs 
of this Association have been of the great- 
est importance ever since its organization. 
We miss him tremendously and I only wish 
that he could be with us on this occasion, 
but inasmuch as he is not, I shall endeavor 
to preside in his place.” 

The first number of the program was a 
lecture by Dr. William Engelbach, Endo 
crinologist, Professor of Medicine, St. Louis 
University, St. Louis, Mo. Dr. Engelbach 
had no prepared address, but delivered an 
extemporaneous lecture which covered, he 
said, “some of the simple, pretty well estab- 
lished endocrine disorders, considering only 
the diagnosis—particularly early diagnosis 
—and the treatment of these disorders.” He 
first discussed pituitary disorders, stressing 


. particularly the insufficiencies of the pitui- 


tary glands. Many interesting slides were 
shown to illustrate the various points under 
discussion. One picture arousing special 
comment, showed two cases—one with un- 
derfunction and almost complete absence of 
the anterior lobe of the pituitary gland, 
while the other showed just exactly the re- 
verse condition. The doctor called particu- 
lar attention to the fact that in pituitarism 
there is a tendency to separation of the 
teeth, while in thyroidism there is :nalposi- 
tion of the teeth, and in hypogonadism, we 
have small incisors, so that we can usually 
tell what group a patient belongs in by look- 
ing at the teeth. In regard to treatment, 
Dr. Engelbach said that great strides for- 
ward had been made in the past few years 
and that. this depended upon the substitu- 
tion, as well as can be done, of the affected 
glands. 

Adjournment for luncheon. 

The first lecture of the afternoon session 
was delivered by Dr. H. J. Ullman, Director, 
Department of Radiology and Cancer Re- 
search, Cottage Hospital, Santa Barbara, 
Cal., who chose as his subject: “Necessity 
for Team Work in the Treatment of Can- 
cer.” Dr. Ullman’s prepared paper will be 
published complete in an early number of 
SOUTHWESTERN MEDICINE. 
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The next lecturer, Dr. Dennis Crile, Ortho- 
pedic Surgeon, Chicago, Ill., had an extreme- 
ly interesting paper on the subject “Com- 
plications of Pott’s Fracture,” which cov- 
ered the ground thoroughly and compre- 
hensively. Illustrated by slides, simple and 
extreme types of complications were shown. 

Dr. Verne C. Hunt, Professor of Surgery, 
University of Minnesota Medical School, was 
the next speaker, presenting a paper enti- 
tled “Suprapubic Prostatectomy: Its Haz- 
ards and Factors of Safety.” Indications 
for operation, preparation of patients for op- 
eration and principles of the operation were 
described fully by Dr. Hunt. His paper, com- 
plete, will be published in an early issue of 
SOUTHWESTERN MEDICINE. 

Dr. Franklin P. Gengenbach, Professor of 
Pediatrics, University of Colorado Medical 
School, Denver, Colo., then delivered a high- 
ly entertaining and intellectual lecture on 
“The Relationship of Pediatrics and Psychi- 
atry.” Th doctor stated his paper was the 
joint work of Dr. Franklin G. Ebaugh, of 
Denver, and himself. 

In summarizing, Dr. Gengenbach asserted 
that “a closer association can be developed 
between the pediatrician and psychiatrist 
by: 

(1) Consideration of the entire child and 
his emotional needs. 

(2) The teaching of mental hygiene as 
a part of the regular course in pediatrics in 
medical school, supplemented by clinics and 
outpatient work. 

(3) The pediatrician should take a lead- 
ing part in the mental hveiene movement 
and therebv be a forceful allv in the pre- 
ventive work in the field of psychiatry. 

(4) The redistrician of the future will 
need to develov facilities in his nractice for 
the study of the comnlete child. such as hav- 
ing a social worker and a snecial nurse for 
this purrose. Routine mental measurements 
should be a vart of the develonmental studies 
already verfected hv the pediatrician. 

(5) Both snecialties can better serve the 
public health requirements of the commun- 
itv hv closer cooveration and understanding 
of the gu'‘ding vrinciples of behavior study 
and modification.” 

Friday, November 9th 

The scientific session was called to order 
at 10 a. m. by Dr. W. Warner Watkins 
(Phoenix), who presided in the absence of 
Dr. P. G. Cornish, Jr., unable to be present 
on account of illness. 

The first speaker of the morning was Dr. 
J. A. Myers, Chief of the Tuberculosis Serv- 
ice, Minneapolis General Hospital, Minne 
apolis, Minn. In his extemporaneous speech 
on the subject “Tuberculosis in Children,” 
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Dr. Myers stated that “our views concerning 
tuberculosis among children have changed a 
great deal since a good bit of attention has 
been given to the disease in childhood.” He 
cited the fact that about eight years ago 
the Commissioner of Health in Minneapolis 
who was also Director of Hygiene of the 
Board of Education, and he, saw a problem 
in the schools due to tuberculosis among the 
children, and the reason for being interest- 
ed especially was that there were 123 boys 
and girls, of school age, who were excluded 
from the schools owing to a diagnosis of 
tuberculosis. Out of this research work and 
survey, arose the establishment of a special 
school where these children could be trained 
while also being treated for tuberculosis, 
and this has given opportunity for the study 
of a number of cases both negative and posi- 
tive. So far, 6,000 girls and boys have been 
examined, such routine examination con- 
sisting of history, physical examination, tu- 
berculin tests, and stereoscopic films in ev- 
ery case. Of the 6,000 girls and boys exam- 
ined, 3,025 were positive to tuberculin. Pos- 
itive histories of exposure were given by 
1,271. The lecture was illustrated with 
charts showing particular cases which had 
come under observation and featured the re- 
markable work which is being done for the 
children at the school. 


Dr. Karl Menninger, Neuropsychiatrist, 
Menninger Clinic, Topeka, Kansas, next gave 
an intensely interesting discourse, choosing 
as his subject “Psychiatric Study of Four 
Murderers.” In his characteristic way, with 
graphic presentation of the four cases, Dr. 
Menninger held the audience spell-bound, 
and his repeated statement that a psychi- 
atrist is one who endeavors to keep a crim- 
inal in confinement under proper observa- 
tion, rather than one who, as the public 
seemingly think, tries to get him out of con- 
finement, to escape the consequences of his 
crime, was accepted. 

Dr. N. H. Brush, Neuropsychiatrist, Cot- 
tage Hospital, Santa Barbara, Cal., followed 
Dr. Menninger, reading a paper on “The In- 
ternist and the Diagnosis of General Pare- 
sis.” 

The next speaker was Dr. William Engel- 
bach, St. Louis, Mo., who lectured extem- 
poraneously on “Early Diagnosis and Pre- 
ventive Treatment of Endocrine Disorders.” 
Dr. Engelbach stated that, in order to pre- 
vent mental defectiveness in hypothyroid- 
ism, we have to go back to the development 
age of the child; we will have to diagnose 
hypothyroidism before children are born, in 
the embryo life. 

Adjournment for luncheon. 

The first speaker of the afternoon was 
Dr. Fred Speik, Professor of Medicine, Uni- 
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versity of Southern California, Los Angeles, 
Cal., and his subject, “Peptic Ulcer and As- 
sociates.” Dr. Speik brought out the fact 
that the great problem in the medical and 
surgical treatment of peptic ulcer is the fre- 
quency of the association of lesions of the 
viscera of the portal lymphatic system. 

The next speaker, Dr. F. P. Gengenbach, 
Denver, Colo., gave an extemporaneous lec 
ture on the subject “Infant Feeding and Nu- 
tritional Cases.” Dr. Gengenbach stated that 
something may be wrong from the stand- 
point of food intake. “We are all familiar 
with the lack of iodine in the diet leading 
to certain disturbances in the thyroid; we 
are also familiar with the fact that we are 
made of what we eat; the fetus grows from 
whatever food the mother takes, and if her 
food is unbalanced and improper, the fetus 
does not grow and develop into a normal 
child at birth, and that emphasizes the nec- 
essity of looking after the diet of the moth- 
er while she is pregnant. Is it not possible 
we have not discovered some lack of food 
element in the mother and in the baby that 
may lead to some of these other abnormali- 
ties?” He also spoke on the advantages 
accruing to babies from breast feeding. 

Dr. Verne C. Hunt, of the Mayo Clinic, 
Rochester, Minn., the next lecturer, present- 
ed a paper entitled “Cortical Abscess of the 
Kidney,” in which he brought out that in- 
fection of the kidney is usually one of two 
types and is transmitted to the kidneys by 
way of the urinary passages, or is hema- 
togenous in origin and carried by way of 
the circulation from remote foci of infec- 
tion. 

The afternoon session was concluded with 
a lecture by Dr. H. J. Ullmann, Santa Bar- 
bara, Cal., on “Lead in the Treatment of 
Cancer.” 

This paper will be published in an early 
edition of SOUTHWESTERN MEDICINE. 

Saturday, November 10th 

Dr. Simon Jesberg, Bronchoscopist, Los 
Angeles, Cal., was the first speaker at the 
morning session, presenting an extemporane- 
ous lecture, illustrated with various slides, 
on “Foreign Bodies in Respiratory and Up- 
per Digestive Tract.” He described broncho- 
“scope treatment and took pleasure in an 
swering many questions which were asked 
in regard to methods of removing various 
foreign bodies. 

The next speaker, Dr. John W. Shuman, 
Professor of Medicine, College of Medical 
Evangelists, Los Angeles, Cal., presented a 
paper entitled “Lung Abscess.” He started 
the ball rolling by showing x-ray plates in- 
verted and asking the audience to make 
the diagnosis. A number of interesting cases 
were shown on the screen. 
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The next speaker, Dr. F. P. Miller, Medi- 
cal Director, Dore Sanatorium, Monrovia, 
Cal., presented a paper on “Thoracoplasty.” 
He stated that there were twenty thousand 
cases in the United States in which surgical 
intervention is indicated, if they can be 
chosen, and declared the most common com- 
plication to be cardiac failure. 

Dr. J. A. Myers, Minneapolis, Minn., who 
was the next speaker, gave an extempo- 
raneous discussion on “Tuberculosis in Chil- 
dren.” He described further the methods 
used with the children in attendance at the 
school in Minneapolis. 

He also said: “From our research work, 
it has been ascertained that fifty per cent 
more girls die between the ages of fifteen 
and nineteen from tuberculosis than boys, 
and seventy-five per cent more girls be- 
tween the ages of nineteen and twenty-four. 
If we will look at the mortality curves from 
such countries as England and Wales, we 
will find them gradually declining at that 
age, so we feel it is a very definite problem 
that seems to be peculiar to this country. 
A study of our files has made us wonder 
why so many of our girls have been infect- 
ed. We find the energy exposure is tre- 
mendous. It is not the school curriculum, 
but the most tremendous expenditure of en- 
ergy after school hours, at night. I think 
we have not given proper education in the 
schools. Young people are so apt to be swept 
away by the various fads. Many of these 
girls absolutely refuse to eat foods which 
they think will build them up; they have 
very little reserve, and what they have is 
soon used up in dancing and running around. 
This, in a great measure, is responsible for 
these alarming figures which I have given.” 
This closed the scientific session. 
Entertainment 


Members and guests were royally enter- 
tained by the Bernalillo County Medical So- 
ciety and the Ladies’ Auxiliary of that So- 
ciety. Dr. H. L. Brehmer, Chairman of the 
Entertainment Committee, together with 
the ladies of the Auxiliary, were responsible 
for a number of enjoyable functions. 

The smoker, given Thursday evening in 
the Indain Room of the Franciscan Hotel, 
and the dinner dance given at the same 
place on Friday evening, were well attended 
and both gala affairs. 


Albuquerque, always beautiful and _pic- 
turesque, seemed especially so at this sea- 
son of the year, with the fine fall weather, 
and the trees a golden yellow, and as the 
scientific sessions were excellent in every 
way, with a well balanced program, the 
meeting was thoroughly enjoyed by those in 
attendance. 
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Executive Business Session 

The Executive Business Session was held 
in the Indian Room of the Franciscan Hotel, 
the meeting being called to order at 1:30 
p. m., November 10, by Dr. P. G. Cornish, 
Jr., First Vice-President. 

Owing to the necessity for haste, due to 
departure of several members on an early 
train, it was decided to forego all business 
except that of an emergent nature. 

Motion was made, seconded and carried 
that at future annual meetings of the Asso- 
ciation, a registration fee of $5 be charged, 
such fee to be used by the program commit- 
tee getting up the meeting. 

Invitations were extended by Phoenix, 
Ariz., and E] Paso, Texas, for the next. an- 
nual meeting. As E] Paso had had the meet- 
ing in 1927, it was agreed that the meeting 
for 1929 should be held in Phoenix. 

Election of officers followed with the re- 
sult that the new slate is composed of: 

President—Dr. P. J. Cornish, Jr., Albu- 
querque, N. M. 

First Vice-President—Dr. J. M. Greer, 
Phoenix, Ariz. 

Second Vice-President—Dr. J. A. Raw 
lings, El] Paso, Texas. 

Secretary-Treasurer — Dr. W. Warner 
Watkins, Phoenix, Ariz. 

Board of Trustees—Dr. Hugh Crouse, El 
Paso, Texas; Dr. Willis W. Paite, El] Paso, 
Texas; Dr. Willard Smith, Phoenix, Ariz. 

Motion was made, seconded. and passed 
that the Chair appoint a committee to draw 
up resolutions to be incorporated in the min- 
utes of this Society and that copies be sent 
to the families of the deceased members. 

Motion was made, seconded and passed 
that a resolution be drawn up by this com- 
mittee and sent to Mrs. Crouse, expressing 
the regret of the Association at the illness 
of Dr. Crouse, and extending best wishes. 

Motion was made, seconded and passed 
that the Secretary be instructed to write a 
personal letter to each of the visiting doc- 
tors who lectured at the meeting, thanking 
them for their interest and the prominent 
part taken by them. 


Motion was made, seconded and passed 
that a vote of thanks be tendered to the Al- 
buquerque members for their hospitality 
and entertainment. 

The Resolutions Committee was appoint- 
ed by the Chair, and consisted of Dr. M. K. 
Wylder (Albuquerque), Dr. J. A. Rawlings 
(E] Paso). and Dr. C. A. Thomas (Tueson). 

No further business being brought before 
the meeting, motion to adjourn was enter- 
tained at 2 p.m. 
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SECTIONAL MEETING OF THE COL- 
LEGE OF SURGEONS 


(District of Texas, Arizona and New 
Mexico.) 


Phoenix, February 14 and 15. 





The following preliminary announcement 
of the Sectional Meeting of the College of 
Surgeons for the states of Texas, New 
Mexico and Arizona, to be held in Phoenix, 
on February 14 and 15, has been given out 
by the Local Committee on Arrangements, 
of which Dr. Win Wylie is chairman and 
Dr. E. Payne Palmer is secretary :- 


Headquarters will be at the Westward Ho 
Hotel. where all Fellows of the College, 
candidates and visitors will register. 


First Day, (Feb. 14). 


Clinics at the hospitals by Fellows of the 
College in Maricopa County. 


Special clinic and clinical address on frac- 
tures by Dr: Charles L. Scudder of Boston, 
Mass. 


Special conference with representatives 
from hospitals, including doctors, superin- 
tendents and lay men interested in hospital 
work, dealing with problems of the small 
hospital,—by Dr. MacEachern. 


Hospital meeting and Conference, and 
meeting of the Fellows of the College. 


Community Health Meeting for the gen- 
eral public, at which time moving pictures, 
lantern slides and popular talks will be giv- 
en. 


Second Day, February 15. 


Clinics at the hospitals by Fellows of the 
College in Maricopa County. 


Special clinic on Cancer, by Dr. R. B. 
Greenough of Boston, Mass., with clinical 
address on Cancer. 


Hospital Round Table Conference, con- 
ducted for those interested in the details 
of hospital management. 

Scientific Meeting in the afternoon, at 
which time four or five scientific papers 
will be given. The general medical profes- 
sion of the three states are invited to this 
meeting. 

Special emphasis will be laid on the pub- 
lic meeting on the evening of February 
14, as one of the imvortant functions of the 
College is the giving of. dependable informa- 
tion to the public on medical questions, par- 
ticularly in the fields of surgery and hos- 
pital care. . 

More complete details will be given in our 
January issue. 
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(Sectional Meeting in Phoenix) ABORTION 
About two years ago, efforts were made The proven close similarity between 


by the Fellows of the American College of 
Surgeons in the southwest, to secure a re 
alignment of the districts in which the 
sectional meetings of the College are held, 
so that Arizona, New Mexico and western 
Texas would comprise a single district. 
Owing to the objections of the Fellows liv- 
ing in other sections of Texas, the College 
did not see fit to divide that state. At the 
meeting of College in Boston in October, 
the matter was again brought up by Dr. 
E. P. Palmer, Governor of the College for 
Arizona. Fellows from Texas again ob- 
jected to the division of their state, but 
expressed themselves as perfectly willing 


for the entire state to be in a district 
which would include Arizona and New 
Mexico. To this proposal the Fellows from 


Arizona agreed, provided the meeting for 
1929 be held in Phoenix. This is the ar- 
rangement which was perfected, and the 
Sectional meeting of the College for the 
new district of Arizona, New Mexico and 
Texas will be held in Phoenix on Febru- 
ary 14 and 15. This should be the most 
pretentious medical gathering yet held in 
Arizona. Dr. Charles L. Scudder of Bos- 
ton will hold the clinical conference on 
Fractures, and Dr. R. B. Greenough of 
Boston will conduct the clinical conference 
on Cancer. Dr. Franklin Martin, president 
of the College will be present, and other 
prominent surgeons will participate. This 
will be the first of a series of sectional 
meetings in the west, and it is expected 
that it will be one of the best. Moving pic- 
tures and lantern slide exhibits will be 
brought by the officers of the College for 
the public meeting. Further details of the 
meeting will be given in the January issue 
of this journal. 





malta fever of goats and infectious abor- 
tion in cattle, first demonstrated by Evans 
in 1918 and since confirmed by many work- 
ers, should be a matter of more concern 
to the medical profession and public health 
officials of the southwest than appears to 
be the case. Malta fever is known to be 
prevalent among the goats of the south- 
west (Arizona, New Mexico and western 
Texas) and to be endemic in the human 
population; also, wherever any investigation 
of cattle has been made in this district, in- 
fectious abortion has been shown to be even 
more common. Just how frequently abor- 
tus infection is transmitted to man is con 
jectural, but many indications suggest that 
it occurs more frequently than the medical 
practitioners realize. After Gentry and 
Ferenbaugh had proved the existence of 
malta fever in Texas in 1911 and Yount re- 
ported cases in Arizona in 1912, little at- 
tention was given the subject in the south- 
west, until the Phoenix outbreak in 1922 
brought the question sharply to the front. 

Infectious abortion was known to be 
present in the dairy herds of the southwest 
prior to the demonstration of any kinship 
between the B. melitensis and B. abortus. 
The establishment of this relationship has 
not been given the attention it deserves, 
either in public health circles nor in clinical 
practice, in view of the fact that we have 
both infections constantly present in en- 
demic form. Little is found in American 
medical publications on this subject, al- 
though the European medical journals give 
it due prominence and the veterinary publi- 
cations of the United States are full of the 
subject. 

Hadley (Vet. Med., Mch., 1928), in dis- 
cussing the economic phases from the 
standpoint of the dairy industry, gives four 
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possible courses of action, as follows:- (1) 
Do nothing, and wait for the disease to 
run its course and die out. (2) Sell off the 
infected animals as fast as the disease de- 
velops; this plan is applicable to a herd 
hitherto free from infection, following the 
first outbreak of the disease. (3) Develop 
an abortion-free herd by gradually segre- 
gating the non-infected from the _ infected. 
(4) Immune herd, by keeping the herd in- 
tact and immunizing the non-infected mem- 
bers. It is impossible to discuss here the 
advantages and disadvantages of these pos- 
sible courses, from the dairying standpoint. 

Of more immediate interest to the med- 
ical profession and the public are the ques- 
tions of possible dangers through the use 
of raw milk. These questions are pertinent 
and it is only fair to say that the profes- 
sion, as yet, has no adequate answer to 
give. We know that B. melitensis of malta 
fever is a highly infectious organism, very 
dangerous to handle even by skilled workers 
in the laboratory, while the B. abortus of 
infectious abortion is of low virulence and 
slight infectivity to man. Yet, when once 
grown the organisms are hardly distin- 
guishable, and we do not yet know under 
what circumstances the B. abortus takes 
on added virulence. Since the demonstra- 
tion that B. abortus and B. melitensis are 
closely akin, if not identical, many instances 
of proven transmission of the infection 
to man through milk or dairy products, 
have been reported. However, many au- 
thorities have raised the very pertinent 
question, that, since infectious abortion is 
so prevalent in cattle, why does it not in- 
fect man oftener, if it is identical with mal- 
ta fever? This question deserves a better 
answer than we are able to give it, though 
there are three possible suggestions. 

Bassett-Smith (J. State Med., Sept., 
1927) does not admit the identity of the 
organisms; he states that massive doses of 
abortus will produce the disease in man, 
but suggests as more likely that many cat- 
tle have contracted real malta fever from 
goats, and the supvosed instances of abor- 
tus infection from cattle are, in reality, 
malta fever. 


The suggestion that the infrequency of 
human abortus infection may be due to ab- 
sence of sufficiently massive dose finds 
some confirmation in a paper by Huddle- 
son (J. Mich. State Med. Soc., Mch., 1927). 
He states that malta fever produces a mas- 
titis in the goat as the result of which enor- 
mous numbers of organisms are excreted 
in the milk, frequently as high as 25,000,- 
000 per c.c. On the other hand, infectious 
abortion in cattle produces a mastitis with 
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relatively few organisms in the milk, never 
more than 10,000 per c.c. and usually only 
a few hundreds. The comparative danger 
from. the two diseases may, therefore, be 
due not so much to the relative virulence 
of the organisms, as to the number of or- 
ganisms ingested with the milk. 

The third suggestion is that undulant 
fever from aborbus may be much more fre- 
quent than we have heretofore supposed, 
since a low grade fever without disabling 
symptoms may pass almost unrecognized. 
This is possible even in true malta fever, as 
was shown by the survey by Lake in the 
Phoenix epidemic of 1922, when he found 
several ambulant cases who would not ad- 
mit illness. This last suggestion is a very 
important one for the southwest, where 
many people with lowgrade febrile disease 
come for climatic treatment. The very cor 
ditions for which they seek relief in the 
southwest (tuberculosis, arthritis, etc.) 
would very readily mask an accompanying 
secondary melitensis or abortus infection. 
Two tuberculous patients in the Phoenix 
evidemic gave positive agglutination in high 
dilutions, but their physicians would not 
admit the presence of any other infection 
than tuberculosis. : 

We are making no pretense at answering 
the questions herein raised, but offer them 
as worthy the serious attention of clinicians 
and public health officials in the southwest. 





DR. JACOB S. EASTERDAY 

Dr. J. S. Easterdav, a pioneer physician 
of Albuqueraue, N. M., for the past thirty- 
five years. died on November 29. Dr. Eas- 
terday was born in 1854, and was a gradu- 
ate of the University of Louisville School of 
Medicine in 1894, coming to Albuquerque 
in the same year. He has practiced contin- 
uously in that city since. 





DR. JOHN BRYAN McNALLY 

Dr. J. B. McNally, a pioneer of Yavapai 
County and one of the best known citizens 
in the county’s development, died at his 
home in Prescott on November 23, from in- 
fluenza. Dr. McNally was born in 1866. He 
graduated from the Hahnemann Medical 
College in San Francisco in 1896, and from 
the College of Physicians and Surgeons of 
San Francisco in 1902. He located in Pres- 
cott in 1895, and has been for many years 
the local surgeon of the Santa Fe Railroad. 
He has been a faithful member of the Yav 
apai County Medical Society, which organi- 
zation has passed the following resolutions 


of respect: 
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WHEREAS: Death has claimed Dr. John 
Bryan McNally who for thirty-two years had 
practiced medicine in Prescott, Arizona, and 
who was a charter member of the Yavapai 
County Medical Society; and 

WHEREAS: In life he was honored by his 
fellow practitioners for his ethieal methods, 
reve by his patients, whether rich or 
poor, for the skill and kindness in the sick 
room, and cherished by his many acquaint- 
ances for his gentlemanly conduct; and 

WHEREAS: His unselfish devotion to his 
profession prompted him to serve suffering 
humanity often at the expense of his own 
parca! welfare, saving others but not him- 
seit ; 

THEREFORE, BE IT RESOLVED: That 
his passing registers the loss of a loving hus- 
band, a devoted father, an able physician, a 
loyal friend, a staunch citizen and a consci- 
entious Christian; and 

That we, the members of the Yavapai 
County Medical Society, join with the mem- 
bers of his family, his patients,, his friends 
and citizens of this community in our mu- 
tual sorrow; and 

THAT the heartfelt sympathy and con- 
dolence of this Society be extended to his 
family; and 

THAT these Resolutions be spread on the 
minutes of this Society, a copy sent to the 
grieving family, and copies furnished the 


Daily Press, Southwestern Medicine and 
The Journal of the American Medieal Asso- 
ciation. 

W. I. LINN, 

H. T. SOUTHWORTH, 

J. H. ALLEN, 


Committee. 





EL PASO COUNTY MEDICAL SOCIETY 
October 22, 1928. 
CASE REPORT 
LESLIE M. SMITH, M.D. 
Lupus erythematosus disseminatus. 

An American woman aged 38, who had had two 
plaques of lupus erythematosus removed by solid 
CO, two years ago, presented large, scaly, viola- 
ceous areas on face, arms, backs of hands, and 
chest, of four months duration. The eruption was 
accompanied by some burning sensation. Exami- 
nation revealed a chronic pelvie infection and in- 
fection about the roots of eight teeth, the latter 
discovered by x-ray. Extraction of these teeth 
was advised, and the disease during the series of 
extraetions. would seem to incriminate the teeth 
as playing an important part in the etiology of 
this case. Operative treatment for the pelvic 
condition was refused. The dentist was advised 
to do the extractions in series on account of the 
danger of causing the disease to flare up. Ome or 
two teeth were extracted at a sitting with. sittings 
a week or more apart. After each extraction 
there was marked exacerbation of the disease, 
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and this was allowed to subside before the next 


operation. After the last extraction the disease 
subsided somewhat, and 50- mg. of gold and sodium 
thio-sulphate was given. This caused an exacerba- 
tion, but after eight days this had subsided, and 
a second injection was given. Simce then there 
have been no exacerbations, and the patient is 
taking weekly injections of 100 mg,., and the dis- 
ease is disappearing. Extreme care must be ex- 
ercised in these cases’ in the removal of foci, and 
in treatment, as there is danger of generalization 
of the disease and a fatal outcome. It is best to 
remove all suspicious foci before beginning the 
gold injections. 





UPPER OBSTRUCTIVE UROPATHY AND THE 
PROBLEMS PRESENTED 
A. W. MULTHAUF, M. D. 
(An Abstract). 

Forms of. upper obstructive uropathy were re- 
viewed, and the role they played in the differen- 
tial diagnosis of the symptom complex referable 
to the abdomen, was discussed. Special emphasis 
was placed on the conservative surgery of the 
renal and ureteral anomalies encountered. Lan- 
tern slides were shown of the obstructive uropathy 
in question, and two wnusual cases were presented. 

The paper was discussed by Dr. K. D. Lynch 
who brought owt the importance of the necessity 
of freeing the ure‘er of adhesion bands in the op- 
eration for nephroptosis. 


Dr. R. B: Homan showed several x-ray pictures 
of conditions associated with extensive calcifica- 
tion of the pulmonic tissues. Some were old tuber- 
culous lesions with massive as well as diffuse cal- 
cification. One case of aneurysm with heavy cal- 
cium deposits was also exhibited. 


PERSONALS AND NEWS 


DR. MARY LAWSON NEFF, of Los Angeles, 
will be in Phoenix during the first week in Janu- 
ary, at the Hotel Adams. Dr. Neff visits Phoenix 
frearently for consultation work in her specialty 
of functional and organic nervous diseases. 


DR. R. N. LOONBY, of Prescott, has been ap- 
pointed phvsician to the Pioneers’ Home, to suc- 
ceed Dr. J. B. McNally, deceased. 

DR. MYRON O. BLAKESLEE, recently appoint- 
ed superintendent for the new training schoo] for 
mental defectives at Las Lunas, N. M., has taken 
up his work at the institution which will be ready 
for occupancy January lst. The first duty of the 
new superintendent will be to select fifty persons 
from the 153 applicants already on hand, as the 





’ first unit of the institution will only accommodate 


fifty. 

DRS. C. H. LAUGHARN, W. R. QUINN and BE. J. 
GUNGLE, of Greenlee County, are said to have 
been made defendants in a suit for $30,000 for 
the death of a boy, upon whom operation was 
performed in September 1927. We do not have the 
full details of this report, but usually such suits 
have little basis and rarely come to trial. 

DR. A. T. SMITH of Yuma, a recent arrival in 
that community, is receiving considerable undesir- 
able publicity over his arrest and imprisonment on 
charge of violation of the Mann act. One of the 
reports in the Yuma, Arizona Sun states that this 
man is reported by the American Medical Asso- 
ciation as not being a medical graduste, so far 
as they are able to ascertain. 

DR. GEORGE N. PLEMING, of San Miguel Coun- 
ty, N. M.,. has been appointed health officer for 
the county, but his appointment has been refused 
confirmation by Dr. George S. Luckett, director of 
the’ Department of Public Health. 
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Are you taking advantage 


of Knox Sparkling Gelatine— 


REO EOPROPOPEOTEOTOIOO HOY EO LEE YEE EYEE. 


a valuable dtetary adjunct for 
diabetic patients ? 


Because plain unflavored gelatine blends 
perfectly with all fruits, vegetables, 
meat and fish, it is ideally suited to lend 
variety and palatability to the diabetic 
diet. Portions too small to serve alone 
can be made into satisfactory dishes 
with the addition of Knox Sparkling 
Gelatine. 

With Knox Sparkling Gelatine a num- 
ber of pleasing variations can be intro- 
duced into the diabetic diet—dishes that 
have high protein or fat value, are appe- 
tizing, and impart a sense of satiety to 
the patient. Made plain and pure—un- 
bleached, without flavoring, coloring, or 
sugar content, Knox Sparkling Gelatine 
is an ideal food for the purpose. These 
qualities, also, make it a desirable means 
of lessening ‘the monotony of liquid and 
soft diets in general. 

In infant feeding, the protective col- 
loidal ability of Knox Sparkling Gelatine 
in overcoming imperfect milk digestion 
has long been known. Exhaustive tests 
have proved that the addition of 1% 
of pure, unflavored gelatine to cow’s 
milk tends to prevent regurgitation, gas, 
colic, diarrhea, and malnutrition. .m 
fact, Downey has demonstrated that the 
addition of gelatine increases the avail- 
able nourishment of milk mixture, by 
about 23%. 

Knox Sparkling Gelatine is manufac- 
tured by a concern with 40 years of 


experience in making this one product. 
From raw material to finished product, 
every step in its manufacture is under 
constant ‘chemical and scientific control. 
The most ‘sanitary conditions prevail 
throughout the factory. 


Valuable booklets 
on dietetics available 


The booklets included below have been 
prepared by recognized dietetic authori- 
ties. They contain important data on 
the use of Knox Sparkling Gelatine in 
the various diets, together with recipes 
for a variety of tempting, appetizing 
dishes. Surgeons, doctors, dieticians, 
and members of hospital staffs will find 
them valuable references. Check those 
you would like to have and mail us the 
coupon. 





CAUTION! 
are not alike. Many have 
acid, flavoring and coloring matter. 
In the form of 
a eS 5 percent carbo- | 
hydrates. 


vs pects uae cnareta te 
urest form, particular! le where 
cachehpdentes and acids at be avoided. 
It contains more than 80 cent pure 
protein (4 calories per gram). 


Specify Knox when you prescribe =~ 
tine and you will oti the patient from 
brands unsuitab!e his ‘dietary purposes. q 
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DR. JOHN W. STACY, of Yuma, Arizona, of the 
firm of Ketcherside, Lount and Stacy, was married 
in Glendale, Ariz., on November 10, to Miss Mary 
Daisy Wampler of that city. Dr. Stacy served as 
resident physician at the Good Samaritan Hos- 
pital in Phoenix for several months, leaving there 
to enter into practice in Yuma. 

DR. P. M. SHAVER has resigned as health of- 
DR. F. H. JOHNSON, of Carrizoz, will be appoint- 
ed to succeed him. 

THE BAPTIST SANITORIUM in El Paso will 
not be closed, as was rumored following the de- 
falcation of C. S. Carnes, treasurer of the South- 
ern Baptist Convention board, with more than a 
million dollars deficit. Dr. Vermillion, superin- 
tendent of the sanatorium, states that the institu- 
tion will remain open and continue its work as 
heretofore. 

THE SOUTHSIDE HOSPITAL at Mesa, Ariz., is 
conducting a financial drive for $10,000, for new 
equipment and to provide a surplus for running 
expenses. One of the first donations was from 
Mr. Fred H. Bixby and was for $1,060. 

THE MORRIS-SQUIBB HOSPITAL, at _  Saf- 
ford, was damaged somewhat and a nurse seriously 
burned, when a dish of alcohol ignited and then 
upset, about the middle of November. Two men 
who were visiting patients in the hospital, extin- 
guished the burning clothing of the nurse, and also 
the fire in the hospital. 

DR. D. B. WILLIAMS, chief of the division of 
county health work for the New Mexico Bureau 
of Public Health, the resignation to take effect 
on January first, because the state has failed to 
provide funds to meet his salary and expenses. 
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Dr. Williams has been a very valuable man, and 
the state will find it a very short-sighted policy 
to allow such an official to leave them because of 
the failure to see that health is purchasable. 


GOOD SAMARITAN HOSPITAL 
OF PHOENIX 
(September Staff Meeting) 

The Medical and Surgical Staff of the Good 
Samaritan Hospital met Monday evening, Sept. 24, 
8 p. m., at the hospital, for their regular monthly 
meeting with twenty-one in attendance. 

Dr. Stacey reported upon the deaths for the: past 
two months, as follows: 

Case 2402, male, 43 years. of age. Tuberculosis 
of the third, fourth and fifth lumbar vertebrae. 
Developed pulmonary tuberculosis (in hospital?), 
died 147 days later. History of asthma four to five 
years, pleurisy eight months ago. Temperature 99 
degrees daily for three months, occasional flare- 
ups for day or so, to 100 degrees. He then ran a 
stormy course until death. No x-ray records dur- 
ing stay in hospital. Record does not show just 
what diagnosis was based on. No autopsy. 

Case 3488. No history obtainable. Male brought 
in from auto camp. Had apparently been drinking 





heavily. Several carbuncles and areas of skin in- 
fection. He seemed to be toxic; very dull men- 
tally; temp. 106.8 axillary at death. Leucocytes 


17,400, 88 polys. Occasional pus and blood cells in 
urine; slight trace of albumin. No autopsy. 

Case 3511, baby, five days old. Temp. 108 de- 
grees, pulse 280, quickly dropped to 180; blue 
color. Four to six weeks overdue; fontanelles 
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closed. Instrumental delivery with low forceps. 
Seemed normal until day before death. No other 
history obtainable. Died about twelve hours later. 
Diagnosis, acute indigestion, heat contributory. 
(Impression: Birth injuries? intracephalic?) No 
autopsy. 

Case 3438: Automobile accident, fractured skull. 
Symptoms, bleeding from nose and right ear, pupils 
fixed, right larger than left, delirious at first, later 
comatose. Died third day. Cysternal puncture per- 
formed. X-rays showed fracture of right side of 
skull with separation of right temporal and parietal 
bones. 

Case 3533, baby, three years of age, bowel ob- 
struction. Seen by one doctor, then transferred 
to another who realized serious condition. Mori- 
bund on admission; too ill for operation. Temper- 
ature 106 on admission. Died five hours after ad- 
mission. X-ray findings pointed to obstruction at 
or near ileo-cecal valve. Positive acetone and dia- 
cetic. Blood count, 4,800. No autopsy. 

Case 3547, woman, 64 years of age. Dermoid 
cyst of left ovary. Suspected malignancy of uterus. 
Ovary and uterus removed, cyst contained hair and 
muscle fibres. Patient’s temperature and pulse rose 
rapidly after surgery and she died in forty hours. 
No autopsy. 

Case 3573, male. Hemorrhage. Comatose on ad- 
mission, temperature 108.6 axillary; blood pressure 
180; pulse good. Temperature came down to 103 
but next day rose again. Never regained con- 
sciousness. No autopsy. 

Case 3582, male, 59 years of age. Uremia, cardiac 
hypertrophy and dilatation. Had been ill one 
month, was en route East against doctor’s orders. 
Brought in in extremis and in comatose condition. 
Extreme arteriosclerosis; heart greatly enlarged; 
extreme edema. Died in fifteen minutes. No au- 
topsy. 
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Case 3589, male. Heat prostration. Expired in 
fifteen minutes. Comatose, very cyanotic; temper- 
ature 107.6 axillary. Examination negative. No 
autopsy. 

Case 3604, male, 58 years of age. Heat prostra- 
tion. No history except feeling dizzy for several 
days. Comatose on admission. Temperature 109 
rectal. Lived thirteen hours; never regained con- 
sciousness. No autopsy. 

Case 3505, male. Hypertrophied prostate, ure- 
mia, myocarditis and hypostatic pneumonia. Supra- 
pubic cystomy; died four days later. In hospital 
one month and ten days. Temp. 106 degrees before 
death. No autopsy. 

Case 3706, male, 32 years, from county jail. 
Asthma, myocarditis and nephritis. Failed rapidly, 
died third day. No autopsy. 

Case 3656, male, 67. Carcinomatosis of gall blad- 
der and lungs. Lived one week. Vague history of 
chest trouble for three years. Very ill on admis- 
sion. Palpable mass in upper abdomen. Fluid re- 
moved from left pleural cavity. X-ray showed 
total density .over one base and patching over left 
lung. Diaphragm immobile; shadows suggest ma- 
lignant changes. No autopsy. 

Case 3700, male, 64. Ruptured gall bladder. Com- 
atose on admission; cyanotic. Died thirty hours 
after admission. Post mortem showed 280 stones 
and peritonitis. 

Case 3729, male, 32. Fractured ribs and scalp 
wound. Blood in pleural cavity. Subdermal em- 
physema; delirious at time of admission, soon be- 
came comatose. 

Case 3747, male, very elderly. Myocardial failure, 
urinary suppression, extreme anasarca, (eyelids), 
ascites, rales in lungs. No autopsy. 

Case 3735, male, 18 years of age. Fractured skull 
and femur. Concussion of brain, comatose; soon 
died. 
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. Case 3748, negro, age 30. Gunshot wound in ab- 
domen and arm. To surgery and twelve holes in 
bowel repaired; local anesthesia. 

Case 3749, male, accidental poisoning, probably 
coal tar product; no history, died in one hour; 
never conscious. No autopsy. 

Case 3765, female, 26 years of age. Salpingitis, 
bilateral. Operated; many adhesions. Died the 
following morning, apparently from shock. Thin 
drainage on dressings which resembled urine. Pos- 
sibility of bladder injury at operation. No autopsy. 

Case 3769, male, 45 years of age. Cellulitis 
spreading up right arm to shoulder. Streptococcic 
infection; opened freely. No pus obtained. No 
autopsy. 

Case 3781, female, 44 years of age. Lysol poison- 
ing. Took four oz. lysol shortly before admis- 
sion. Recovered from shock; died two days later 
apparently from absorption, with high fever. No 
autopsy. 

Case 3782, male, 49 years of age. Tubercular 
peritonitis with general edema. Tuberculous testi- 
cle removed one year ago; began to go down rap- 
idly. Ascites, edema of limbs and body. Died two 
days later. No autopsy. 

Case 3852 was discussed by DR. VICTOR RAN- 
DOLPH, as follows: 

Female, 27 years of age, married. Some time 
after child birth, Sept. 1927, patient had good deal 
of pain in the legs, diagnosed at the time as sci- 
atica. Had indefinite “rheumatic” pains. In March, 
1928, she had considerable fever for a time asso- 
ciated with “rheumatic” pains. Was called intes- 
tinal flu. In May she was still having similar 
troubles. She was seen by C. B. Palmer about this 
time and he noted spots on the skin of a “pur- 
puric” nature. She was having fever at times and 
some joint pain. In spite of these she made a trip 
to Chicago to visit relatives and show them the 
baby.. Shortly after arrival there she began to 
run considerable fever and to feel weak. She had 
considerable palpitation. She had also transitory 
sore spots in her fingers and toes which would last 
a day or so and then go away. She was troubled 
with considerable cough without much expecto- 
ration. After a good many weeks in different hos- 
pitals in and near Chicago she was finally advised 
to return to Arizona on account of her lungs, al- 
though she was told that she had a bad heart. I 
saw her first on Aug. 15, 1928. At that time she 
had a troublesome dry cough with slight expectora- 
tion, insufficient to obtain adequate sample for ex- 
amination. Her principal symptoms were con- 
tinuous high fever, ranging 101 to 103, slight dysp- 
nea on exertion, weakness, frequent nausea, night 
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sweats, and marked palpitation of the heart. The 
bowels were regular, but she had at first a rather 
sharp pain in the left upper quadrant. The men- 
struations were irregular. She was kept strictly 
in bed, but no progress was noted im her con- 
dition. The nausea and vomiting were somewhat 
relieved, and the pain in the upper left quadrant 
went away. Indefinite points of tenderness were 
found in the fingers and toes at times, but there 
was no discoloration of the skin. Search was 
made for petechiae on every occasion, but none 
were noted. There was at this time leucocytosis, 
albumin in the urine with hyaline and granular 
casts and pus cells but no blood cells. Blood cul- 
ture negative. X-ray report is as follows: Roent- 
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genogram of this chest shows cardiac enlargement. 


There are infiltration densities through the lung 
parenchyma of the upper lobe of each side with 
smooth rounded densities in the upper right lobe 
representing small areas of consolidation. Shadows 
in the left apex are fairly dense. While these 
shadows represent some type of lung involvement, 
they are not characteristic of tuberculosis. 


The urine showed granular casts and trace of al- 
bumen, but was otherwise negative. WBC., 16,000, 
80 per cent polys. and there was no growth on 
blood culture. The spinal fluid was negative. 

The autopsy report which was done by Dr. Mills 
is as follows: Body of a young woman, short of 
stature, frail and emaciated. No operative scars 
or bruises present on body. On removing’ the 
calvarium a large blood clot was found covering 
the right temporo-sphenoidal lobe, extending up- 
wards over the motor area and also over the base 
into the median fissure. The right temporo- 
sphenoidal lobe was softened and incision into this 
area revealed an area of softening with abscess 
formation involving the greater portion of the lobe. 
This area is about one and one-half inches in di- 
ameter but the outlines are indistinct as there 
is no evidence of formation of an abscess wall. 
The other portions of the brain do not reveal any 
gross pathology. There is no diffuse meningitis. 
There is no hemorrhage into any of the ventricles. 

Chest: The pericardium contains three ounces of 
straw-colored fluid, not purulent; the walls of the 
left ventricle are much more hypertrophied; the 
heart is enlarged to twice its normal size. The 
tricuspid valve is normal in size; there is some 
thickening of the valve leaflets, but no recent vege- 
tation or nodules; there is very marked, friable 
vegetation on the mitral valve leaflets; these ex- 
tend on to the mural endocardium of the left ven- 
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tricle and auricle, chiefly of the auricle; aortic 
valve negative. 

Lungs; no free pleural fluid; left lung free from 
pa‘hology. The right lung is densely adherent to 
the lateral wall in the region of the inter-lobar 
fissure. There are, also, many old dense adhesions 
between the lobes. There is a hypostatic condition 
in the right lower lobe. This part of the lung 
still contains air and a section from it floats in 
water. 

Abdomen: Right kidney is normal in size; there 
is a small red infarct in the cortex. Left kidney is 
one and one-half times the size of the right. There 
is a large infarct in the middle part of the cortex 
and one small cyst near the upper pole. Gall blad- 
der is negative. Liver is negative. Spleen some- 
what lobulated, normal in size with numerous in- 
farcts in which there is beginning necrosis. The 
appendix is post-cecal, sharply kinked. The cecum 
is so large that with the ascending colon it oc- 
cupied the larger part of the abdomen; its contents 
apparently were mostly gaseous. Remainder of the 
gastro-intestinal tract is negative. 

Autopsy tissues: Sections from wall of left au- 
ricle show inflammatory deposit on the surface 
firmly organized and with more recent inflamma- 
tory deposit on surface. This layer is very flex- 
ible and contains polynuclear cells. Sections of 
margin of mitral valve with portion of vegetation 
show fairly recent inflammatory deposition on the 
surface with round and polynuclear cell infiltra- 
tion. Some of deeper portions show fibrosis and 
small areas of calcification. These changes are ev- 
idently those of chronic endocarditis with superim- 
posed recent endocarditis. Sections of kidney 
through one of the red infarcts show marked hem- 
orrhagic extravasation, round cell infiltration and 
extensive exfoliation of the tubular epithelium. 

Dr. Stroud said that it was his opinion that after 
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a heart was inflamed the organisms might lie 
there for indefinite periods and become foci of in- 
fection for subsequent cd + gpa The + ecige focus “Cp ° [ 
might have been the tonsils or some place else. t 

Dr. O. H. Brown said that he disagreed with Dr. ar 1cu ar 
Stroud in that the heart valve could be focus of in- 
fection. The fact that the valve bas had one in- 
volvement makes it easy for subsequent as rs F * 9 9 
but it seems unlikely that it would be a harbor o C] y 
bacteria for any great length of time. There are YES riptionists 
other places in the body that are more likely to art 
harbor bacteria for long periods of time and these 
places are sometimes very difficult to discover. 
He said that he recalled a young man who had a 
serious heart involvement as well as a serious kid- 





ney condition for which at first no focus of in- Distributors for 
fection could be discovered. After repeated ex- 
aminations it was finally decided that the tonsils Parke, Davis & Co’s. 


were the focus of infection. There was redness of 
the anterior pillar, but otherwise the tonsils ap- 
peared absolutely innocent. The man became so 

seriously ill that he had convulsions and bloody 

urine for many weeks. His heart dilated so that 
it looked like he would die; subsequently he im- 
proved and was allowed to go home. Then he de- d AMPOULES 
veloped an acute tonsillitis and the kidney and an 


heart both became as bad as when he was at the 


hospital. The tonsils had white patches upon Sufficient Stock for 
them; these were pointed out to the family and 
physicians in the case and it required no argu- All Emergencies 


ment to get them removed. The tonsils were re- 
moved and the boy made a speedy recovery. The 
lesson from the case was that one should not be 
contented until he finds the focus of infection. 

Dr. Randolph said the tonsils in the case he re- 
ported had been removed 8 to 12 years ago. He 
believed that the infection from the heart was 
not likely to light up again without subsequent 


invasion from other foci. R bi T 
Case 3608 was discussed by DR. F. C. JORDAN: ables lreatment 
Female baby, born July 26, 1928. Normal deliv- 
ery, cried spontaneously and appeared normal with 
exception of the right foot and ankle. These were 
entirely denuded of skin except a strip of normal 


Fresh Stock of 


Cumming Method 


skin on the superior and inferior sides of the Manufactured by 
foot. There was a sharp line of. demarkation be- 

tween the healthy skin and the denuded area. = : 
There seemed to have been a constriction around Parke, Davis & Co. 
the ankle as if the cord had been rapped around On Hand at All Times 


it. The shutting off of part of the blood supply 
and sloughing of the skin below could have been 
caused by a constriction around the ankle. The PUES Pon Fe 
denuded area was beefy red in color and bled 
easily if touched. There was one small vesicle 


about one-fourth inch in diameter upon the other Mail, Telephone and Telegraph 
leg. Otherwise the skin appeared normal. Sterile 
dressings were put upon the foot and ankle; these Orders Given Immediate Attention 


were kept on with difficulty due to the rubbing 
of the feet together. Within 24 hours, large blebs 
had developed upon the other leg and foot, both 
hands and forearms, and upon the lower gums ex- 
tending underneath the tongue. The lips were 
also excoriated and it was necessary to feed the 


baby with a medicine dropper. The blebs were ] 

punctured and ammoniated mercury ointment (one qd an S ef la 
per cent) applied. Pasteboard cuffs were put on 4 

outside of the dressings to keep the parts from 

being rubbed by each other. She was brought to 
the hospital on the third day, and the affected 

parts dressed twice daily. She was given sulphar- armas 
sphenamine intramuscularly as it looked more like 7 

a congenital syphilis. This, however, was Pe 
peated for Wassermann on both mother and chi 
were negative and culture from the blebs showed Coase Bigot 

a pure culture of staphylococcus. There was a 

gradual improvement in the skin condition. The PHOENIX, ARIZONA 
temperature which had been 103.2 on the second 
day in the hospital, gradually came down to a max- 





















o quote another eminent authority 


on ultraviolet therapy 


“The Quartz Mercury Vapour is the most 
generally suitable lamp for employment in 
private practice or in small clinics. 

“It is easy to use, effective, rapid in its 
action, rich in ultraviolet light of therapeu- 
tic value, clean, economical both in first 
cost and current consumption, suitable for 
either a general light bath or local treat- 
ment. It occupies little space, and is easily 
installed in a doctor’s consulting room. 

“Itis, therefore, not to be wondered at that 
it has achieved great popularity, and has 
been very generally advocated and adopted.” 

—Sir Henry Gauvain, M. D., M. Chir.(Cantab.), 
in his introduction to J. Bell Ferguson’s “The 
Quartz Mercury Vapour Lamp.” 







































IR HENRY GAUVAIN is known | 
internationally for his contributions | 

to medical literature, particularly with | 
reference to ultraviolet therapy. In | 
England, at Hayling Island and Alton, 
he has combined the work of Finsen 
and Rollier, and utilizes both natural 
and artificial sources of light; the arti- 
ficial source because he realizes that 
atmospheric conditions in that climate 
are not comparable to those of a Swiss where the maximum biologic effects are realized. 
village some 4'700 feet above sea level. Consider, too, the consistent operation of the 
Uviarc for hours at a time without 
attention; no smoke, no soot, no 
fire hazard. From the standpoint of 
economy, consider the large quan- 
tity of ultraviolet radiations in pro- 
portion to the electrical input, which 
in turn means also the conservation 
of time by shortening considerably 
the treatment period for a given 





When selecting equipment for 
ultraviolet therapy, consider the 
Uviarc, as used in all Victor Quartz, 
Mercury Vapor Lamps. The Uviarc, 
or so-called burner, is designed 
solely for one form of therapy— 
ultraviolet-—and accordingly its 
spectrum is outstandingly rich in 
radiations of 3100 Angstrom units 





Showing Interior of Reflecting Hood of Victor 


or shorter, i. e., falling in that ss FE as hmsrervinene> dosage ; furthermore, no special wir- 
portion of the -ultraviolet region “% '™ ‘his design minimiees interference i ig required for its installation. 


Write for booklet: “A Few Facts Pertinent to the Consideration 
of Artificial Sources of Ultraviolet Radiations.” 
DALLAS, TEXAS—VICTOR X-RAY CORPORATION OF TEXAS 
316-318 Medical Arts Bldg 
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imum of 99.2 on the seventh day. The skin also 
gradually improved, some lesions entirely drying 
up. On the eighth day, the temperature reached 
101, on the ninth it was 102.6, when she was given 
another dose of sulpharsphenamine for the tonic ef- 
fect of the arsenic. The temperature rose to 104.2 
and gradually came down through the night. The 
following morning, the child seemed to be in 2 
stupor; it had subnormal temperature, irregular 
respiration and imperceptible pulse. Intraperito- 
neal injections of 100 c.c. of normal saline were 
given, also other stimulants, but to no avail. Ne- 
cropsy was refused. 


Pemphigus neonatorum is a highly infectious dis- 
ease of the skin, characterized by numerous large 
thin blobs. These blobs usually show staphylococ- 
cus. on culture. 

It was described as early as 1610 by Forastus. 
Krause reported several epidemics in 1773. It is 
more often seen in hospitals where large numbers 
of new-born are cared for. It occurs in two types, 
the benign and malignant. The benign type is 
much more common. It usually develops > oi a 
the third and eighth days and is. characterized by eS 
the sudden appearance of vesicles or blebs, occur- WY All Formulas Requiring Car- 
ring more commonly in the groin, axilla and on 


the neck, also on the back of the hands. The bohydrate 
palms of the hands and soles of the feet are usu- 3 Vv Carbohydrate of Tested Value 


ally exempt. The benign cases usually clear up i 
Y Marginal Utility in Infant | 


in from three to six weeks. The malignant cases 

develop more rapidly, involve a much larger area e- j 
with grave constitutional symptoms and high fever, ae Feeding fae 
and are usually fatal. — ae ; 


Treatment: All cases should be kept under a MEAD JOHNSON & COMPANY 


strict isolation. The nurses should use rubber 3 ‘lle, Indi aay 
gloves, strong antiseptics and never handle any e Evansville, Indiana Y 
other baby while taking care of such cases. Local 

applications of mild antiseptic ointments—one per . ‘ WT 
cent ammoniated mercurial ointment being one of 
the best. In the malignant cases, no form of 
treatment has been found to be satisfactory. Three 
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types of treatment were tried on this. case, . the 
ammoniated mercurial ointment, one per cent neu- ° 
tral -acriflavin diluted five times, and a calomel To Meet the Changing 
boric acid powder. No marked difference could be re e 
noticed in these different treatments. The powder Conditions of Maternity 
treatment seemed to be better in the latter stages 
as the lesions were drying up. This case was not 
a typical pomphrigus as it, no doubt, began in 
secige Ps gg pow neg of the sole of one foot and 
e palms of the hand was unlike pemphigus. Its 
appearance was more like congenital syphilis of SUPPORTS 
the bullous type, so sulpharsphenamine was given 
in spite of negative Wassermann on both mother Correct support, so nec- 
and child. The finding of pure staphylococcus in essary for health, comfort 
the blebs helped to rule out syphilis. and normal sppenene® 
The exact cause of death could not be explained before and child- 
because there was an improvement of the skin birth, requires a — 
lesions. Many were drying up and no new ones which on one 
were forming. It did not seem that the sulphar- ao oS 
sphenamine could have been a factor as the first peapratien - : 
dose did not cause any reaction, and the second Camp Supports, ty. d to ir 
dose, given eight days later, was a much smaller figure lines, provide this | 
dose, and should not have caused the severe re- flexibility of adjustment 
action that came the day before death. together with firm abdomi- 
Question: Was blood culture made? Ans.: No. nal and sacro-iliac support. 
Question: Was there a urine examination? Ans.: Sold in the better depart- 
There was none. ment stores and surgical Ju 
Dr. Clohessy said that this was a case of pem- houses. 
phigus neonatorum; he said that in an epidemic Write for Physicians of 
in New York it was found that the infection was and Surgeons Manual 
being carried both by the mother and the nurses, 
probably a blood infection with staphylococci; he S. H. Camp and Company 
wondered if this case could be such. Chicago ackson, Michigan 
Dr. Sharp said he often wondered why we do 59 E. hhicago J 330 Fitch "Avenue 
not have more infections when we consider the FISHER and BURPE, Ltd., Winnipeg, Manitoba 
number of infected cervices through which the Manufacturers for Canada 
babies have to come. Recently a woman who had NE 
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acute. tonsillitis was confined and the baby came 
with no infection. 


Dr. Berger said that in a true pemphigus no bac- 
teria can be found in the blebs. He believed in 
this case the arsphenamine should not have been 
given. He asked if crusts formed on any of the 
lesions. 


Dr. McIntyre said because of the many. infec- 
tions developing in maternity wards, investigations 
have. been made as to the value of antiseptics and 
it was. found that two per cent gentian violet was 
more effective than any other. 


Dr. Sharp. said that he recently had seen a 
baby with the infection in which 50 per cent alco- 
hol was used: 


Dr. Clohessy. said he believed saturated boric 
acid as. good a. disinfectant as any other. one. 

Dr. O. H. Brown said he. could not be convinced 
that there were not allergic phenomena present 
with this baby. He said that the condition of the 
leg reminded him of an angino-neurotic edema 
which is now known to be allergic in nature. The 
fact that the death. followed. the. second, dose of 
arsphenamine when the baby appeared to. be doing 
well may. support this suggestion. 

Dr. Jordan said that there were some slight 
crusts over the lesion, but! they were very thin. 
He said the proper diagnosis of this is empetigo 
but is- called pemphigus, 

ORVILLE HARRY BROWN, Secy. 


(Continued next issue) 





MEDICAL PROFESSION OF WESTERN 
HEMISPHERE TO CONGRESS IN 
HAVANA 


The next congress. of the Pan-American Medical 
Association will be held in -Havana, Cuba, from 
December 29, 1928 to January, 3, 1929. The pro- 
gram which; is being arranged by the President, 
Dr. Fred H. Albee of New York City, will be a 


strong one, and will include four orations, upon. 


the subjects of surgery,. medicine, pediatrics, and 
tropical medicine. 


Dr. William J. Mayo will give. the oration on 
Surgery, and, Dr. Lewellys. Barker. of Johns Hop- 
kins University the oration on. Medicine. Papers 
will be read in both Spanish and English. 


This congress will. be representative of the 
medical profession of the entire Western. Hemis- 
phere. Chapters. of the Association have. been 
and are being organized in various centers of 
North America and Central America, as well as in 
the Antilles, all of which will be represented at 
the Congress. 


One of the recent accomplishments of the Pan- 
American Medical Association is the establishment 
of the Pan-American Hospital in New York City 
for the benefit of the Latin-speaking people. 

A large attendance is solicited. 





SITUATIONS WANTED 


WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 
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ULTRAVIOLET | | Graduate School of Medicine 
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ball bearing column, with a 2- Education of the A. M. A. 
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Southwestern Surgical Supply Company 





No. 121 North First St. $20 Texas St. 
Phoenix, Arizona El Paso, Texas 
X-ray Apparatus and Supplies Surgical Instruments 
Physio-Therapy Equipment Rubber Gloves 
High Pressure Sterilizers Ligatures 
Hospital Furniture Abdominal Belts, Trusses, Ete. 


Exclusive Sales and Service In the Southwest for 


KELLEY-KOETT MFG. CO. X-RAY APPARATUS, DIATHERMY MACHINES, ETC. 
THE BURDICK CORP. QUARTZ AND ZOALITE (infra-red) LAMPS 
LIEBEL-FLARSHEIM CO. DIATHERMY MACHINES AND ACCESSORIES 


ANNOUNCEMENT 


We rent air cooled quartz lamps and Zoalite lamps to physicians, or to patients on 
prescriptions from physicians. Write for further information. 
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The Long Night of the 
Far North 


p= the long Arctic night man sur- 

vives stiffening cold because he knows how 
to protect himself. Not only does he wear 
thick furs but, in his limited dietary, fats pre- 
dominate, affording him not only fuel for 
body heat but the needed Vitamins A and 
D as well. 


In our winter months, with the fog, 
smoke, short days and minimum of sunshine, 
we need these same Vitamins A and D to 
fortify our body requirements during the 
various periods of stress that arise. 


Cod Liver Oil is especially needed in winter as an 
accessory food 


Prescribe “Standardized Cod Liver Oil, P. D. & Co.” 


It contains in each fluid ounce not less than 13,500 Vitamin 
A units and 3,000 Vitamin D units. It is as nearly taste- 
less as a pure cod-liver oil can be. 


In 4-ounce and 16-ounce bottles 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 
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EXPLAINS THE EVER INCREASING USE 
OF S. M. A. BY PHYSICIANS 


4 — It gives excellent nutritional results in most cases and in addi- 


\ tion these results are obtained more simply and more quickly. 
| 5 — Prevents Rickets and Spasmophilia. 


6 — Only milk from tuberculin tested cows and from dairy farms 
that have fulfilled the sanitary requirements of the Cleveland 
City Board of Health, is used as a basis for the production 


1—It resembles breast milk both physically and chemically. 
2 — Simple for the mother to prepare. 
3 — No modification is necessary for full term normal infants. 
of S. M. A. \ 


May we send you Literature and Samples so that you may 
Observe Results in your practice ? 


LABORATORY PRODUCTS COMPANY, = CLEVELAND, OHIO 
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cAt Ths Holiday Time 
We Extend to the 
MEDICAL 
PROFESSION of 
cARIZONA 


The Compliments 
of the 


Season 
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Pathological Laboratory 
Suite 320 Goodrich Building 
Mail Address P. O. Box 1587 
Phoenix, Arizona 


W. Warner Watkins, M. D. Clarence N. ,Boynton, M. A 
Harlan P. Mills., M. D. Wm. J. Horspool, Bus. Mgr. 























